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Background: The financial crisis of 2008 hit Spain hard. As a consequence, the government took 
multiple austerity measures, including reforms in the healthcare system in 2012. Specifically, the 
government reduced the budget for health and social services by 13.7% in 2012. The reduction was 
further followed with structural changes via the 2012 Royal Decree Law (RDL) and Royal Decree (RD). 
The 2012 RDL and RD entailed broad areas of action, but most importantly the Spanish National Health 
System (SNS) no longer covered undocumented immigrants. The 2012 RDL and RD excluded 
approximately 500,000 undocumented immigrants from SNS. 
The number of immigrants in Spain has increased greatly since the 1990s; thus, ensuring that the 
health needs of this vulnerable population is addressed by the Spanish health system is of great 
importance. Immigrants in Spain and throughout much of Europe are often socio-economically 
disadvantaged and therefore especially vulnerable during economic crises. In addition, immigrants are 
disproportionally affected by infectious diseases and other health disparities.  Spain has one of the highest 
prevalence rates of HIV cases among European Union countries. Yet, health disparity issues are much 
understudied in Spain and there is no comprehensive public health framework addressing the wellbeing of 
the immigrant population.  This dissertation aimed to fill this gap by investigating the impact that the 
2012 austerity measures have had on immigrants in order to inform future interventions.   
Objective: To examine, in three separate papers: 1) the legal and regulatory actions taken at the regional 
level in 7 Autonomous Communities (ACs; Andalucía, Aragón, Basque Country, Castilla La-Mancha, 
Galicia, Madrid, and Valencia) after adoption of RDL 16/2012 and RD 1192/2012 (April and August 
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2012) until the enactment of RDL 7/2018 (July 2018) and their impact on access to both general 
healthcare and HIV services among undocumented immigrants; 2) the prevalence of late HIV diagnoses 
(LHD) among immigrants regardless of documentation status living in Spain versus native-born 
Spaniards from 2010 to 2015; and 3) systematic barriers encountered by HIV-positive immigrants while 
initially accessing healthcare services and their personal experiences as HIV-positive immigrants living in 
Spain.  
Methods: In the first study, a policy implementation analysis of how 2012 RDL and RD was conducted 
by reviewing regional documents and supplementary interviews with 9 regional public health 
administrators/specialists in 7 ACs. Indicators were developed based on prescribed requirements to access 
free healthcare services among undocumented immigrants. ACs were categorized under 5 levels of 
access: High Access, Medium-High Access, Medium, Medium-Low Access, and Low Access. 
In the second study, the prevalence of LHD among HIV-positive, antiretroviral therapy-naïve 
immigrants living in Spain compared with native-born Spaniards was estimated using data from the 2010-
2015 Cohort of the Spanish AIDs Research Network (CoRIS; n=5943 in total, 1488 immigrants and 4445 
native-born Spaniards). Multivariate logistic models were fitted to compare the prevalence of LHD 
between the two groups, adjusting for demographic and behavioral covariates.  
The third study relied on key informant interviews (n=12) to investigate barriers encountered by 
HIV-positive immigrants while initially accessing healthcare services and their life experiences as HIV-
positive individuals in Spain. Participants were recruited via a local nongovernmental organization 
(NGO). Thematic analysis was performed to identify common themes related to systematic barriers to 
accessing care and experiences of discrimination and distress in Spain. 
Results: This research discovered huge variability in how the 2012 RDL and RD were implemented 
across 7 ACs. Andalucía provided the highest access to free health services to undocumented immigrants 
for both general care and HIV treatment, with few administrative barriers, including no requirement for 
identification or registration in the AC. Medium-high access was provided by the Basque Country and 
Medium access was provided by Aragón, Madrid, and Valencia. Medium-Low access was provided by 
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Castilla-La Mancha. Galicia provided the lowest access. Compared with other ACs, Madrid and Galicia 
differentiated levels of access for undocumented migrants in terms of HIV care (less stringent) versus 
general healthcare (more stringent). Although regional specialists mostly agreed that access to free 
healthcare for undocumented immigrants was a human rights issue, 50% of the selected ACs required a 
minimum period of proven residency in a region. 
In addition to the structural barriers and distress experienced by HIV-positive immigrants, this 
dissertation found that the prevalence of LHD was much higher among immigrants than native-born 
Spaniards (37.4% vs 45.7%, respectively; P <.001). Multivariate regression analysis showed that the 
adjusted prevalence ratio (APR) of LHD among immigrants compared with native-born Spaniards was 
1.15 (95% CI, 1.02-1.28), after adjusting for covariates. This disparity widened from 2010-2011 
(APR=1.14, 95% CI, 1.02-1.29) to 2012-2015 (APR=1.28, CI, 1.17-1.39), although the change was not 
statistically significant. 
Finally, 4 primary themes were identified as a result of the qualitative analysis of key informant 
interviews among HIV-positive immigrants in Valencia. Specifically, participants identified experiencing 
emotional or physical (eg, side effects of medication) distress as they adapted to life as HIV-positive 
individuals. Participants also expressed experiencing discrimination while living as HIV-positive 
immigrants in Spain. The primary systematic barrier to accessing health care encountered by participants 
was the inability to fulfill the requirement of having proof of registration in an AC for the required time 
period, thus not being able to apply for a public health insurance card and utilize free care services. 
Participants identified a positive impact of third-party (NGO, social worker, friend/family member) 
guidance on their experience of applying for a public health insurance card. 
Discussion: This dissertation found that undocumented immigrants are differentially affected by HIV in 
Spain. The 2012 healthcare reform restricted their access to free healthcare services in real and practical 
ways, but the level and types of restriction varied greatly across ACs. This research also revealed the 
importance of civil society for advocating for the human right to health care for all as well as providing 
instrumental support to immigrants on how to successfully navigate the Spanish health system. A larger 
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role of NGOs in the Spanish health system to address the health needs of vulnerable population may be 
worthy of further research and consideration. Overall, this dissertation makes an important contribution to 
the knowledge base on the experience of healthcare among HIV-positive immigrants in Spain. 
Collectively, the body of work draws on and provides a mixed methods framework that can serve as the 
methodological basis for further research on immigrants and health disparities in Spain and elsewhere in 
Europe. Findings will inform future policies aimed at providing a comprehensive public health framework 
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Chapter 1: Introduction 
 
Background 
The financial crisis of 2008 significantly affected Spain.1,2 The impact of the crisis was evident 
through decreased economic growth, an increased ratio of public deficit to gross domestic product (GDP) 
compared with the average of other European Union (EU) countries (9.4% in 2011 compared with 4.4% of 
EU-27),3 the increase in the percentage of the total population living below the poverty line (21% by 2012),1 
and skyrocketing unemployment rates.1,2 Specifically, in 2013, 24.4% of all Spanish citizens (vs 8.0% in 
2006) were unemployed, 30.3% (vs 9.4%) were unemployed among documented immigrants from EU 
countries, and 40.4% (vs 12.1%) were unemployed among documented immigrants from countries outside 
of the EU. The average household budget per person and year in Spain was €11,174.98 (vs €11,372.52 in 
2006) for Spanish nationals and €7,473.36 (vs €8,544.72 in 2006) among documented immigrants.4 No data 
were identified to make similar comparisons for undocumented immigrants in Spain. This discrepancy can 
largely be explained by a lack of administrative status for the group of immigrants. Benefits provided under 
unemployment insurance (previous earnings-related benefit that can be provided from 4-24 months) and 
under social assistances (income-related benefits that can be provided as long as criteria are met)5 may 
explain the relatively slight fall in average household income in Spain as compared with the drastically 
increased unemployed rate.  
In 2010, Spain’s total healthcare expenditure was 9.6% of the GDP; of these expenditures, 74% 
were related to public healthcare.1 The percentage of GDP spent on Spain’s healthcare was below the  
Organization for Economic Co-operation and Development average for the same year.3 Nevertheless, the 
government reduced the budget for health and social services by 13.7% in 2012.1 The reduction was further 
followed with the structural changes implemented through the 2012 Royal Decree-Law (RDL) and Royal 
Decree (RD).3 The RDL 16/2012 was passed in April 2012 as “urgent measures to guarantee the 
sustainability of the Spanish National Health System (SNS) and improve the quality and security of its 
benefits.” The RD 1192/2012, passed in August 2012, was described as “regulating insured and beneficiary 
 
 14 
status for the purpose of health care in Spain, charged to public funds through the National Health System.”6 
Changes implemented through the 2012 RDL and RD were envisioned to better control expenditures, 
improve efficiency, and increase financial resources for the healthcare system.3 The 2012 RDL and RD 
entailed broad areas of action (Appendix A.I),6 but most importantly the SNS no longer covered 
undocumented immigrants, nor persons over age 26 years who had never been employed previously.3 
However, these excluded groups could still access emergency care, prenatal and postnatal care, and health 
care for minors.1,7 Undocumented immigrants were also allowed to purchase health insurance for a monthly 
fee of €59.20, and €155.40 for those above age 65 years.1 It is not clear how much revenue these changes 
actually generated, nor is there a clear-cut effect on the health of the population no longer covered by public 
health insurance. However, only 3 months after the implementation of the RDL and RD, the consumption 
of medication for mostly chronic illnesses had dropped by 10%.3  
 
Possible Impact of 2012 RDL and RD on HIV-Positive Immigrants  
The number of immigrants in Spain has increased greatly since the 1990s.6,8 In 1998, immigrants 
comprised only 1.6% of the total population, whereas in 2019 that percentage increased to 10.7%.9 Because 
immigrants are identified as one of the most vulnerable groups, especially during economic crises,7 and are 
disproportionally affected by infectious diseases,10 it is important to study the impact that the recent 
austerity measures have had on them in order to inform future interventions and policies. A specific area of 
concern is HIV because Spain has one of the highest prevalence rates of HIV cases among EU countries.11 
Out of 31 EU/European Free Trade Association member countries, 22 (71%) identify immigrants as an 
especially vulnerable population for HIV infection.12 Immigrants are also disproportionally affected by HIV 
compared with the native-born population.10,12,13  
The 2012 RDL and RD excluded approximately 500,000 undocumented immigrants from the 
national health system.1 Previous studies have shown that HIV-positive undocumented immigrants tend to 
delay seeking health care. With the new restrictions imposed on free services, the health of undocumented 
immigrants could worsen. The threat to the health of the entire population, due to the contagious nature of 
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diseases such as HIV, could also increase.3,14 Even though undocumented immigrants can purchase health 
insurance, the premiums are generally unaffordable,1 particularly as 40% percent of documented 
immigrants are unemployed.4 
In February 2014, approximately 2 years after the passage of the 2012 RDL and RD, the Ministry 
of Health, Social Services and Equality (MSSSI) approved a change referred as “Healthcare Interventions 
in Situations of Public Health Risk.” This document declared that all individuals were entitled to health 
care whenever an identified infectious disease was subject to epidemiologic control.15 This change 
theoretically allowed HIV-infected undocumented immigrants to access the necessary treatment and care; 
however, confusion regarding legal entitlements persisted. In many European countries, access to health 
care has been denied to immigrants despite their legal entitlement to the services.7 Undocumented 
immigrants are denied access to health care due to their unawareness of laws, unwillingness of the medical 
professionals to treat undocumented immigrants, and discrimination and racism.16,17 Thus, a legal 
entitlement to health care may not translate into actual access to services. It is also not clear how many 
Autonomous Communities (ACs) in Spain implemented the 2014 policy in their respective regions. 
Cuts in free healthcare services and increased copayments can also affect the HIV-positive 
documented immigrant population. Due to the high unemployment rate among immigrants,4 employment, 
food, and housing are often prioritized over health care.18 Any HIV treatment disruption can cause health 
deterioration, increased mortality, virus transmission, and an increase in the medical costs incurred by the 
government in the long term.19 
 
Disproportional Impact of HIV on Immigrants versus Native-Born Population 
 
Of 125,225 newly diagnosed HIV cases reported by the 29 EU/European Economic Area (EEA) 
countries participating in the European Center for Disease Control and Prevention (ECDC) project between 
2007 and 2011, 49,950 (40%) were among immigrants. Overall, 92% (45,954 cases) of the reported HIV-
positive immigrants were identified in Western European countries (15/29 participating countries). Among 
the newly diagnosed cases, 54% (26,973 cases) were identified in sub-Saharan African immigrants, 12.2% 
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(6,094 cases) in Latin American immigrants, and 9.5% (4745 cases) in immigrants from within Western 
Europe.20  
A recent systematic review finds that immigrants in high-income countries are disproportionally 
affected by HIV.21 The results of extensive analysis conducted by the ECDC through literature review, 
routine surveillance data, and direct reports of 29 EU/EEA countries also show the disproportional effect 
of HIV on immigrants compared with the native-born population.10,20,22,23 Numerous other studies have also 
found a disproportionate burden of HIV among immigrants in various high-income countries.13,24-31 This 
finding appears to be robust and consistent across studies and systematic reviews, and the studies of newly 
diagnosed cases.10,20,22-31 Indeed, immigrants are among the groups most at risk for HIV infection, along 
with men who have sex with men, injection drug users, and sex workers.22 
According to the latest official report of the MSSSI of Spain, 120,000 to 150,000 people were living 
with HIV infection in 2010. A decrease in the rate of newly diagnosed HIV cases in Spain was reported 
from 1999 (7.7 cases per 100,000) to 2009 (2.3 cases per 100,000).32 However, reporting of HIV rates in 
Spain was based on the information collected from the registries, which covered only 33% of the 
population.10 In 2013, with the help of the complete implementation of the HIV data collection tool 
(Information System for New Diagnosis of HIV), HIV incidence was reported on the whole country for the 
first time.33 According to the latest MSSSI report, a total of 3366 newly diagnosed cases (7.2 cases per 
100,000) were registered nationwide in 2014, of which 32% were among immigrants.34  
The disproportional impact of HIV in immigrants compared with native-born citizens was observed 
in Spain as early as the mid-1990s.10,20,22,23,35,36 However, the total number of HIV-positive immigrants in 
Spain has been very low until recently.10,37 An increase in the rate of HIV infection in immigrants has been 
attributed to the drastic growth of immigration in the past decade.38-40 Latin American and sub-Saharan 
African immigrants have the highest number of newly diagnosed HIV cases among immigrants in 
Spain.10,20,34,36,40  
Various social, economic, cultural, and legal factors in host countries increase the vulnerability of 
immigrants to HIV infection.18,20,27,35,39-42 Specifically, social and economic difficulties encountered by 
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immigrants in their host countries frequently result in inconsistent condom use, multiple sexual partners, 
high alcohol consumption, drug injection,43-47 sexual exploitation,498and prioritization of food and housing 
over health care.18 Risk factors or consequent behavioral change can differ depending on the host region. 
Overall, barriers to accessing health care also increase the vulnerability of immigrants to HIV. Specifically, 
laws and regulations preventing immigrants from accessing services (availability of health insurance, 
citizenship, eligibility for social security, legal status in the host country), linguistic difficulties, presence 
of racism in health facilities, stigma associated with HIV creating fear of confidentiality violation, lack of 
education associated with HIV, and inadequate information on how the test is performed.18,20,21,49 
One third of HIV-infected individuals across Europe enter care late.50 Late HIV diagnosis (LHD) 
is one of the important factors associated with late treatment initiation.51 Early testing for HIV and its 
benefits for managing the disease have been broadly promoted50; however, these efforts have not always 
been effective.52,53 Early HIV diagnosis improves health outcomes of HIV patients, prevents transmission 
of the virus, and reduces the costs of HIV treatment.50,54-57 Studies show that early initiation of treatment 
can protect against damage to organ systems, decrease transmission risk, and prevent disease progression.58-
64 Late antiretroviral therapy (ART) initiation has been found to be associated with poor response to 
treatment and consequently to high mortality and morbidity.60,65-67 
Nevertheless, almost 50% of immigrants newly diagnosed with HIV in Spain were already in need 
of ART treatment (implying late diagnosis), compared with approximately 40% of the native-born 
population at the time of diagnosis.22 However, only 4% of all HIV-positive immigrants were receiving 
ART in 2001, 10% in 2008, and 14% in 2010.22 Sub-Saharan Africans and Latin American immigrants 
were particularly disproportionally represented among cases of late diagnosis in 12 ACs of Spain between 
2003 and 2008.68  
 
Policy Barriers  
 
Improving access to health care is an important goal of health policy69; thus, researchers aim to 
minimize barriers that prevent individuals from obtaining care.70 Various definitions of “access” in the 
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literature describe different dimensions of health care.71-80 However, most researchers agree that access 
should be identified as a timely use of services by an individual according to his or her need. Researchers 
distinguish between the supply of and the opportunity to use health care, and actual use of services.81 Thus, 
”having access” refers to the availability and the potential to use health services when needed, whereas 
”gaining access” denotes an actual initiation into a service.78 There are demand-side barriers and supply-
side barriers to accessing health care.70,82 Demand-side barriers refer to factors hindering access to care at 
the individual, household, or community level. Supply-side barriers refer to health system determinants that 
prevent the utilization of the services by individuals, households, or the community.82 The performance of 
health systems and policy initiatives to inhibit equal access is a supply-side barrier.82,83 Policy changes can 
positively or negatively influence barriers to accessing care.84-86 Comprehensive analysis of health policies 
addressing immigrant populations has been previously found necessary.87  
Spain makes an interesting case for studying the impact of HIV-related health policy on its 
population. In particular, how national policies are implemented in the 17 decentralized ACs and 2 
autonomous cities88 is of considerable interest. Between 1981 and 2001, healthcare management was 
gradually transferred to the ACs, creating a decentralized tax-based healthcare system. The result of the 
transfer was 18 different models of healthcare management which were developed according to the political 
economy and ideologies of the respective ACs.88 Thus, laws enacted by the Spanish central government 
may not be implemented equally across the ACs due to the decentralized structure of the country, 
engendering the possibility of differential healthcare provision in the population given any policy change.  
Despite their vulnerability to health disparities, few studies have investigated the systemic barriers 
experienced by HIV-positive undocumented immigrants after the implementation of 2012 RDL and RD. 
Limited research, using relatively short timeframes, has found differential implementation of 2012 RDL 
and RD across the country, granting unequal access to healthcare services to undocumented immigrants or 
categories of immigrants who were no longer entitled to free care.89-91 No study has examined the entire 
period from the implementation of 2012 RDL and RD until the enactment of RDL 7/2018, which was 
intended to reinstate universal health coverage, including among undocumented immigrants, in the 
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country.92 Furthermore, few studies have researched the barriers immigrants (documented and 
undocumented) encounter while accessing appropriate healthcare services in Spain.93-95 There has been a 




This brief review demonstrates that immigrants are disproportionally affected by HIV in Spain and, 
possibly, by the new austerity measures enacted after the 2008 financial crisis. Against this backdrop, this 
dissertation sought to examine how the 2012 RDL and RD were implemented at the regional level across 
Spain and to explore the healthcare experience of HIV-positive immigrants in Spain following the 
enactment of 2012 RDL and RD. This dissertation utilized a mixed methods approach and encompassed 3 
distinct but interrelated studies: a study on policy implementation, an epidemiologic exploration of the 
effect of the 2012 RDL and RD on HIV diagnosis, and a qualitative study on immigrants’ experiences.  
Together, these studies were aimed at informing the policy and public health discourse on how to improve 
the health of immigrants – and by extension, the whole population – in Spain.  
The specific aims of the three studies were as follows: 
Specific Aim 1: To examine the legal and regulatory actions taken at the regional level in 7 ACs (Andalucía, 
Aragón, Basque Country, Castilla La-Mancha, Galicia, Madrid, and Valencia) after the adoption of RDL 
16/2012 and RD 1192/2012 (April and August 2012) until the enactment of RDL 7/2018 (July 2018) and 
evaluate their impact on access to both general healthcare and HIV services among undocumented 
immigrants through policy implementation analysis of published national and regional documents and key 
informant interviews.  
Specific Aim 2: To investigate the prevalence of LHD among immigrants living in Spain versus native-
born Spaniards from 2010 to 2015 (before and after the 2012 health reform) using data from the Cohort of 
the Spanish AIDs Research Network (CoRIS), a multicenter study of HIV-positive patients across Spain. 
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 Specific Aim 3: To investigate systemic barriers encountered by HIV-positive immigrants while initially 
accessing healthcare services, and their personal experiences as HIV-positive individuals, via a qualitative 
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Chapter 2: A Policy Implementation Analysis on Access to Healthcare among Undocumented 
Immigrants in 7 Autonomous Communities of Spain, 2012 – 2018 
 
Introduction 
In recent years, Spain implemented multiple austerity measures as a result of the 2008 financial 
crisis.1-3 As part of this cost-saving effort, the Spanish government enacted Royal Decree Law (RDL, 
carrying the force of law) 16/2012 and Royal Decree (RD, carrying the force of regulation) 1192/2012, 
which made changes to the previously practiced universal healthcare system and excluded undocumented 
immigrants from publicly funded, free healthcare services.1,2,4 Economic crises have been found to 
increase the burden of illness in the populations of affected countries, especially among immigrants,4 
caused by various stressors (eg, unemployment, delay in seeking health care or preventive care) as a 
consequence of economic hardship.5-7  
Of 31 European Union (EU)/European Free Trade Association (EFTA) member countries, 22 
(71%) identify immigrants as an especially vulnerable population to HIV.11 HIV is an especially 
important area of concern in Spain, as it has one of the highest incidences of infection among EU 
countries (39,352 new cases from 2006 to 2015, ranking 4th in EU/EFTA).12 No precise data are available 
on the number of HIV-positive undocumented immigrants in Spain. However, according to a 2015 report 
from the Spanish Ministry of Health, Social Services and Equality (Ministerio de Sanidad, Servicios 
Sociales E Igualdad or MSSSI), a total of 3366 newly diagnosed HIV cases (7.2 cases per 100,000) were 
registered nationwide in 2014, and 32% of those cases were among immigrants.2  
Various social, economic, cultural, and legal factors increase vulnerability to HIV infection in 
immigrant populations.13-19 Social and economic difficulties encountered in the host country often result 
in inconsistent condom use, multiple sexual partners, high alcohol consumption, drug injection,20-24 sexual 
exploitation,25 and prioritization of food and housing over health.13 Barriers to healthcare access also 
increase the vulnerability of immigrants to HIV, chief among them laws and regulations that prevent 
immigrants from accessing services.13,14,26,27 RDL 16/2012 excluded approximately 500,000 
 
 28 
undocumented immigrants from the national health system.2 This posed a risk to the health of 
undocumented immigrants, which in turn may threaten the health of the general population.1,29 For 
example, studies have shown that HIV-positive undocumented immigrants tend to delay accessing 
necessary health care.1,13 Even though undocumented immigrants in Spain can purchase health insurance, 
the premiums are generally unaffordable,7 especially as 40% percent of documented immigrants are 
unemployed.30  
In December 2013, in an effort to tighten epidemiologic surveillance of diseases, MSSSI 
implemented RD 576/2013, resulting in a regulatory change regarded as a “Healthcare Interventions in 
Situations of Public Health Risk” approved by Interterritorial Council of the National Health System. This 
new RD declared that all individuals, including undocumented immigrants, were once again entitled to 
free health care whenever an identified infectious disease, such as HIV/AIDS, was subject to 
epidemiologic control.31 In theory, this change should have allowed HIV-infected undocumented 
immigrants to regain access to necessary free treatment and care. However, there was much confusion 
around the legal entitlements created under the new regulation. This was not unique to Spain. In many 
European countries, access to health care has been denied to immigrants despite their legal entitlement to 
services.4 Undocumented immigrants have been denied access to health care due to lack of legal 
awareness in their communities, provider ignorance of laws regarding their protection, and unwillingness 
to treat among medical professionals due to deep-seated discrimination and racism.32,33 Thus, it was 
unclear the extent to which RD 576/2013 translated into actual access to services among undocumented 
immigrants.  
Given the highly decentralized health system in Spain, the aim of this study was to provide a 
comparative policy implementation analysis on access to free general healthcare services and HIV care, 
granted to undocumented immigrants in Spain from the implementation of RDL 16/2012 until the 
enactment of RDL 7/2018, which was intended to reinstate universal health coverage, including among 






All ACs were contacted and interviews were requested with public health specialists affiliated 
with the regional government or relevant nongovernmental organizations (NGOs). Governmental 
specialists were recruited by one of the leading professional in the field of HIV in Spain. Representatives 
of NGOs were contacted by the principal researcher and selected due to their active participation in the 
field. Interviews were conducted with representatives of 7 ACs, specifically Andalucía, Aragón, Basque 
Country, Castilla-La Mancha, Galicia, Madrid, and Valencia.  
To conduct the interviews, we developed a semistructured guide (see Appendix B.I). The 
interviews focused on the level of implementation of 2012 RDL and RD, the level of access granted to 
undocumented immigrants, and the consequent development of laws and governmental instructions in 
each AC. We also discussed the implementation processes and monitoring mechanisms utilized by each 
AC while putting in practice the national policy changes in 2012, and consecutive regional governmental 
instructions . The timeframe covered in the analysis was from April 2012 (enactment of RDL 16/2012) to 
July 2018 (enactment of RDL 7/2018). 
The interview guide was first developed in English and went through forward and backward 
translation to make sure that both the English and Spanish versions were identical. The interview guide 
consisted of 3 parts, specifically: 1) Identifying how the 2012 RDL and RD were adopted, implemented, 
and monitored; 2) Identifying how the interterritorial health council agreement of 2013 (“Healthcare 
Interventions in Situations of Public Health Risk”) was adopted, implemented, and monitored; and 3) An 
open-ended exploration of the regional policy changes that took place until July 2018 and their impact.  
Participants received the interview guide prior to the discussion and were requested to provide 
relevant documents supporting their statements. Interviews were conducted in person or remotely via 
video conferencing, with the exception of one participant who answered the interview questions 
electronically. All interviews were conducted by the research team in Spanish and fully recorded. 
Verbatim transcription was performed in Spanish by a professional agency. 
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In total, 9 public health specialists in the field of HIV care from Spain were interviewed between 
June 2018 and August 2019. Four were public health officials representing regional governments 
(Andalucía, Aragón, and Basque Country), 3 were heads of local NGOs (Valencia and Madrid), and 4 
were experts from local NGOs (Castilla-La Mancha, Galicia, and Madrid). In 4 ACs (Basque Country, 
Galicia, Madrid, and Valencia), more than 1 person was interviewed to receive more in-depth 
information. Interviews lasted from 30 minutes to 2 hours. Each participant was interviewed once. The 
average length of time in public health among the interviewees was 11 years.  
 
Document review 
We performed a review of the published policies mentioned or provided by the interviewees after 
April 2012 that related to entitlements granted to undocumented immigrants for free general healthcare 
services and/or HIV care in the 7 ACs of Spain. The governmental documents were published between 
April 20, 2012 and July 30, 2018 in both Spanish and Galician. This study extends prior research by 
Cimas et al37 and Perez-Molina et al 38 with a focus on systematic barriers to free general and HIV-
specific health care encountered by undocumented immigrants during the 6 years after universal health 
care for undocumented immigrants was rolled back. Upon initial review of the governmental documents, 
a summary of the findings was created for each AC in Spanish and sent back to the interviewees for 
confirmation or comment.  
According to the main systematic barrier described by the interviewees and presented in all 
official documents, we developed a model (see Figure 1) to assess the severity of the limitation on free 
general healthcare access among undocumented immigrants. Five categories of access to free general 
healthcare services were as follows: Low Access, Medium-Low Access, Medium Access, Medium-High 
Access, and High Access. Specific access indicators developed per level were based on the percentage of 
the study timeframe during which access to free general healthcare services was granted to all 
undocumented immigrants (without categorization, eg, women, minors, human trafficking victims, and 
asylum seekers). They were also based on the number of months of proven residency required (during the 
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same percentage of the study timeframe) by an AC, and if any type of identification was required. The 
term “free general health care” refers to services granted free of charge for all health needs of 
undocumented immigrants (aside from HIV care). The term “free healthcare access” refers both to 
general care services and HIV care (see Table 1).  
 The percentage of the study timeframe that access to free general health care was granted to all 
undocumented immigrants was calculated according to the following information: 1) Total study 
timeframe was calculated in months from April 20, 2012 to July 30, 2018 – a total of 75 months; 2) It was 
assumed that all undocumented immigrants were still provided free general healthcare coverage during 
the time between the enactment of 2012 RDL (April 20, 2012) and the first instruction issued in an AC to 
implement the RDL and RD; 3) Months were calculated from the first regional instruction granting free 
general healthcare coverage specifically to all undocumented immigrants in an AC until the end of the 
study timeframe (July 30, 2018); 4) Months calculated from points 2 and 3 were added, thus determining 
total time free general healthcare coverage was provided to all undocumented immigrants in any 
respective AC; 5) To determine the percentage of time each AC provided free general healthcare 
coverage to all undocumented immigrants, total months calculated in point 3 were divided by the total 
study timeframe (75 months) and multiplied by 100; 6) All calculations were made to ±10 days to round 
up to a month, if needed. 
There was no need to develop a separate model to analyze level of access to HIV care for 
undocumented immigrants, because granting full access to free general healthcare services (the same as 
those available to citizens) includes HIV treatment. Thus, the model described in Figure 1 was applied to 
analyze the level of access to HIV care.  
 
Coding assumptions 
For the purpose of this study, the following assumptions were made while coding data: 1) If type 
of identification was not specifically indicated by governmental instructions, it was assumed that a patient 
needed to show proof during registration for healthcare coverage; 2) If a governmental instruction stated 
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that a patient should have met a specific requirement but did not explain how it should be proven, it was 
assumed that documentary proof would have to be provided and verbal declaration would not suffice; 3) 
In case of the need for “Identification” and a “Proof of Residency Certificate,” it was assumed that a 
patient had to provide these documents; 4) If the possibility of exemption was not indicated in a 
governmental instruction, it was assumed that there was no exemption provided for the required 
document; 5) If free full coverage was provided to undocumented immigrants, it was assumed that HIV 
care was included in the plan (unless otherwise stated); and 6) It was assumed that HIV care was provided 
when a governmental instruction referred to coverage of diseases under epidemiologic surveillance, 
infectious illnesses, diseases of obligatory declaration, diseases impacting public health, or diseases 
creating social emergency. 
Coding of access provided to undocumented immigrants in each AC was based only on the 




Level of administrative barriers to accessing free general and HIV healthcare services among 
undocumented immigrants  
According to the 2012 RDL and RD, undocumented immigrants were to be denied access to free 
healthcare services.1,2,4 However, due to the decentralized nature of the Spanish health system, the 
implementation of this national policy depended on the interpretation by each AC. The results below 
describe the governmental instructions developed by each AC from April 2012 to July 2018 regarding 
healthcare access for undocumented immigrants. Across ACs, 12 of 22 (55%) governmental instructions 
required minimum months of proven residency in the region to access free general healthcare services. 
All ACs aside from Andalucía required some type of identification. All ACs aside from Galicia enacted at 
least 1 instruction that granted access to free general health care to all undocumented immigrants at one 
point during the study timeframe. Using the model in Figure 1, Table 2 details the policy actions in each 
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AC during the study time frame (total of 75 months), as well as their effects on access to free general 
health care among undocumented immigrants. Variations in access to HIV care are also noted in Table 2. 
Additionally, comments on access to free general health care or HIV care, from interviewees of each AC 
that might not have been clearly demonstrated by issued regional instructions, however, provided 
additional input on observed on-ground practices, are presented in Table 3. Comments demonstrated how 
each representative of the AC (interviewed public official or NGO member) played their part to provide 
free health care to everyone in need, despite undocumented immigrant legal entitlements to such care 
described in the regional instructions detailed in the sections below. 
 
High access 
Access level indicators: Regional governmental instructions highlighted the right of all undocumented 
immigrants (without categorization, eg, pregnant women, minors, refugees, asylum seekers, cases of 
accidents or serious illness) to free general healthcare services and specifically stated that any type of 
identification and proof of residence in the AC was not required during the study timeframe. 
 
Andalucía 
Among the 7 ACs, Andalucía provided the highest access to free general healthcare services for 
undocumented immigrants, with the fewest systematic barriers (based on issued regional governmental 
instruction). According to the interviewee, Andalucía issued only 1 governmental instruction between 
April 2012 and July 2018. An official regional governmental instruction was issued on June 6, 2013 by 
the regional Ministry of Social Welfare (Consejería de Salud y Bienestar Social) providing temporary 
general healthcare assistance as part of the Public Health System of Andalucía, specifically for 
undocumented immigrants who earned a minimum wage or who were not covered by any other health 
insurance.39 No proof of residency in the AC or identification card was required. Participants had to sign 2 
additional forms that were provided by the administrator of a healthcare center and had to provide 1 
 
 34 
additional document themselves (see Table 2). The access was provided for up to 12 months with the 
possibility of an extension if economic hardship persisted. 
 
Medium-high access 
Access level indicators: Regional governmental instructions highlighted the right of all undocumented 
immigrants (without categorization) to free general healthcare services and required proven residency of 
0 to 3 months during 76% to 90% of the study timeframe; and required any type of identification. 
 
Basque Country 
Basque Country provided medium-high access to free general healthcare services for 
undocumented immigrants (based on issued regional governmental instruction). The AC issued 3 
governmental instructions, 1 decree, and 1 order between April 2012 and July 2018 in order to provide 
access to free general healthcare services to everyone in the AC. On June 26, 2012, Basque Country 
issued Decree 114/201252 to provide free general healthcare services to people who were no longer 
insured by any other public healthcare services and met the requirements set by the AC. The decree did 
not mention entitlements granted specifically to undocumented immigrants, nor did it mention cases of 
uninsured patients with communicable diseases, including HIV.  
Decree 114/2012 was partially suspended on July 24, 2012, by the constitutional tribunal. The 
suspension was partially lifted on December 12, 2012, with the copayment of medications removed and 
the rest left for consideration. However, the decree was again almost fully suspended on December 20, 
2017, because it was considered to be outside of the competencies of the AC to give free healthcare 
services to all people otherwise not covered by 2012 RDL and RD.53 An order with no legislative power 
was issued on July 4, 2013, with almost identical governmental instructions as Decree 114/2012.54 Two 
subsequent governmental instructions issued on August 22, 201355 and September 30, 2013,56 were 
specifically dedicated to providing access to free general healthcare services to undocumented immigrants 
who were no longer insured by any other public healthcare services and who earned a minimum wage. 
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Both governmental documents highlighted their right to access general free healthcare services regardless 
of whether they met the pre-established 1-year residency requirement, especially the individuals seeking 
care who fell under the special categories of pregnant women, minors, and in cases of accidents, serious 
illness, or infectious diseases.  
Under the regional instruction issued on September 30, 2013,56 the undocumented immigrants 
who did not meet the 1-year residency requirement were assigned family doctors until discharge or until 
they complied with the requirements of the AC to receive a public insurance card. In January 25, 2018, a 
separate governmental instruction57 was issued by the AC to decrease the magnitude of the requirements 
set by the previous regional governmental instructions. This instruction cancelled those of August 22, 
2013 and September 30, 2013, and highlighted the entitlement of undocumented immigrants to free 
healthcare services without a minimum time of residency requirement; however, it did not specifically 
state language about access to HIV care or communicable diseases. There was no information given on 
how long the coverage would be provided under the 2018 governmental instructions.  
 
Medium access 
Access level indicators: Regional governmental instructions highlighted the right of all undocumented 
immigrants (without categorization) to free general healthcare services and required proven residency of 
0 to 3 months during 51% to 75% of the study timeframe; and required any type of identification. 
 
Aragón 
Aragón issued 4 governmental instructions between April 2012 and July 2018. From April 30, 
2013 to August 9, 2015, free general healthcare services were provided under regional governmental 
instruction, which created the Program of Aragón for Social and Public Health Protection (PAPSSP).40 
The program did not specifically name undocumented immigrants as beneficiaries but referred to 
providing free general healthcare services to all people living in Aragón who were not covered by any 
other health insurance. This governmental document was canceled on August 9, 2015, by a new 
 
 36 
governmental instruction, which specifically indicated the provision of free general healthcare services to 
undocumented immigrants and decreased the number of years required to be registered in the AC in order 
to access free care.41 By order of the regional governmental instruction, access was provided up to 1 year 
with the possibility of an extension (see Table 2 for a list of required documents). 
Aragón also created 2 different governmental instructions specifically on diseases that required 
mandatory reporting or epidemic outbreak (part of epidemiologic surveillance), including HIV. The first 
regional instruction was created in April 9, 2014,42 and the second was published on May 23, 2017,43 
cancelling the earlier round of governmental documents. Neither of the governmental instructions referred 
to undocumented immigrants specifically, but covered everyone who was not covered under any other 
health insurance and had a disease that was on the list of “special cases.”42,43 Access was provided until a 
participant no longer had the disease.  
 
Madrid 
Madrid issued 1 official governmental instruction and one internal governmental instruction 
between April 2012 and July 2018. Both governmental instructions referred specifically to undocumented 
immigrants. According to the governmental instruction of August 27, 2012, HIV-positive undocumented 
immigrants could access relevant healthcare services free of charge because HIV was an “Infection of 
Obligatory Declaration” and/or was on the “List of Pathologies Included for Healthcare Purposes in 
Public Health Cases.”44 All patients who received treatment before August 31, 2012, would continue 
receiving needed treatment without interruption, even if they were no longer eligible for public health 
insurance. Access to free general healthcare services for undocumented immigrants was provided only in 
cases of: 1) emergency due to serious illness or an accident; 2) pregnancy; 3) minor status; 4) asylum 
seekers; and 5) human trafficking victims. This was amended by the internal regional governmental 
instruction of 2015 that granted access to free general healthcare services to all types of immigrants, 





Valencia issued 4 governmental instructions and 1 decree law between April 2012 and July 2018. 
First, official governmental instruction was published on June 29, 2012.46 The governmental instruction 
mentioned undocumented immigrants as among the beneficiaries of the free coverage. However, access to 
free general healthcare services to undocumented immigrants was provided only in cases of: 1) 
emergency due to serious illness or an accident; 2) pregnancy; 3) minor status; 4) asylum seekers; and 5) 
human trafficking victims.  
A second governmental instruction on July 31, 2013, initiated the “Valencian Program to Protect 
Public Health,” which aimed to provide free general healthcare services to all who were not covered by 
any other public health insurance (it did not single out undocumented immigrants).47 Coverage was 
provided if a patient could provide all the documents listed in Table 2 or if a patient had an infectious 
disease of mandatory reporting. The access was provided for up to 12 months with the possibility of an 
extension if economic hardship persisted. A third governmental instruction was published on July 21, 
2015, and cancelled the governmental instruction of July 31, 2013.48 The new governmental instruction 
named undocumented immigrants as a specific beneficiary of the free coverage and also decreased some 
requirements they had to meet compared with the prior governmental instruction.47 The fourth 
governmental document was issued as a decree law52 on July 29, 2015, and was created to give procedural 
guidance to the implementation of governmental instruction of July 21, 2015.48 The decree law was 
temporarily suspended in November 201550 and permanently so in December 201751 by the Constitutional 
Tribunal because it was considered to be outside of the jurisprudence of the AC to provide free healthcare 
services to all people otherwise not covered by 2012 RDL and RD. However, according to our interviews, 
until July 2018 the AC was still providing free healthcare services to undocumented immigrants 







Access level indicators: Regional governmental instruction highlighted the right of all undocumented 
immigrants (without categorization) to free general healthcare services and required proven residency of 
0 to 3 months during 50% of the study timeframe; and required any type of identification. 
 
Castilla-La Mancha 
Castilla-La Mancha issued 1 governmental instruction and 1 order between April 2012 and July 
2018. The initial internal governmental instruction was published in January 201358 and provided 
undocumented immigrants with access to free general healthcare services only to pregnant women and 
minors. On February 23, 2016, an order was published providing free general healthcare services to all 
undocumented immigrants.59 Relevant free health care in those with communicable diseases was provided 
by redirecting an undocumented immigrant to the Department of Infectious Diseases. No specific 
governmental instructions were provided on how undocumented immigrants could access the care after 
contacting the department. The coverage was provided for 12 months with the possibility of extension.  
 
Low access  
Access level indicators: No regional governmental instructions highlighted the rights of all 




Galicia had the lowest access to free general healthcare services among undocumented 
immigrants. Galicia issued 3 governmental instructions and established 1 governmental program between 
April 2012 and July 2018 regarding access to free general healthcare services in the AC. The first 
governmental instruction was published on August 31, 2012, and aimed to provide access to free general 
healthcare services to everyone in the AC who was no longer covered by any public insurance.60 Access 
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to free general healthcare services to undocumented immigrants was provided only in cases of: 1) 
emergency due to serious illness or an accident; 2) pregnancy; 3) minor status; 4) asylum seekers; and 5) 
human trafficking victims. No specific requirements were set in this governmental instruction. 
The second governmental instruction issued on September 21, 2012, established the Galician 
Program for Social Protection of Public Health (Programa Galego de Proteccion Social de Saude Publica, 
or PGPSSP),61 providing the same coverage to undocumented immigrants as the previous governmental 
document. However, this second instruction clearly stated the specific requirements (among which were 
183 days of proof of residency in the AC and a type of identification) a person had to meet in order to be 
granted access to free general healthcare services.  
A third governmental instruction was published on November 9, 2012, specifically aiming to 
provide free healthcare services to patients with communicable diseases (including HIV).62 This 
governmental instruction did not specifically name undocumented immigrants as beneficiaries, nor did it 
provide exemptions, in case the documents requested could not be provided by the patients trying to 
access care. A regional program was created on March 7, 2013, to provide governmental guidance to 
employees of healthcare centers on who and how to enroll in PGPSSP.63 Access to PGPSSP was provided 
for up to 1 year with the possibility of an extension.  
 
Level of access to HIV care  
 
Five of 7 ACs (aside from Galicia and Madrid) fell under assumption number 1 described in the 
methods section; specifically, “when all undocumented immigrants were granted access to free healthcare 
coverage it was assumed that access to HIV care was also granted during the same time.” As in case of 
free general healthcare access, Andalucía provided high access to free HIV care to all undocumented 
immigrants; Basque Country provided medium-high access; Aragón and Valencia provided medium 
access; and Castilla-La Mancha provided medium-low access to all HIV-positive undocumented 




 Only Aragón and Galicia issued separate instructions dedicated to providing free healthcare 
coverage to everyone who had an infectious disease controlled under epidemiologic surveillance. Despite 
separate instruction for providing care to everyone with the infectious diseases,42 Aragón still fell into 
medium access category, as the total time free general healthcare coverage was provided to all 
undocumented immigrants did not exceed 75% of the study timeframe. In contrary, although Galicia was 
considered an AC that provided low access to free general healthcare coverage to all undocumented 
immigrants according to the developed model (see Figure 1), in the case of access to HIV care it fell 
under medium-high access. Because a separate instruction on infectious diseases62 was issued on 
November 9, 2012, HIV care was provided to everyone during 92% of the study timeframe. However, 
according to the instruction,62 proof of residency (without a minimum time requirement) and any type of 
identification were still required, and HIV care could not be considered as high access even though the 
percentage exceeded 90%. Madrid provided a high level of access to HIV care to all undocumented 
immigrants due to the first regional instruction issued in August, 2012,44 which singles out infectious 
diseases and grants free access to everyone with such illnesses. In Table 2, Galicia is indicated as low 
access and Madrid as medium access due to the level of free general healthcare services provided to all 
undocumented immigrants. Due to simple visual presentation, the level of HIV care for these ACs are 
provided in the same section. However, notes with an actual access level are included. 
 
Policy implementation and monitoring practices in the 7 ACs 
Representatives of all 7 ACs provided information on implementation procedures and monitoring 
mechanisms practiced in their respective jurisdictions while putting in place changes following 2012 RDL 
and RD, and consecutive regional governmental instructions (see Table 4). 
 
Implementation process 
Representatives of 6 of 7 ACs (86%, aside from Castilla-La Mancha) stated that new general 
governmental instructions were sent electronically to the heads of healthcare centers. Basque Country also 
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mailed a hard copy of the governmental documents to the heads of the healthcare centers. In Andalucía, a 
separate governmental document on services provided to HIV-positive patients was sent electronically to 
the heads of healthcare centers. Basque Country and Castilla-la Mancha did not send out separate 
information on access to HIV care. Representatives of Aragón, Galicia, and Madrid did not have 
knowledge about the existence of such a governmental document (we assumed none existed).  
Only Basque Country created a summary of requirements set by the new general governmental 
instructions before disseminating the information to front office employees. Representatives of Aragón, 
Castilla-La Mancha, Galicia, Madrid, and Valencia (71%) did not possess information on how new 
governmental instructions were sent to front office personnel or were not sure of the existence of such 
communications. In Andalucía, new governmental instructions were published on the intranet of 
healthcare centers. In Galicia, information to the front office level was mostly delivered through directly 
changing computer programs utilized by the personnel to determine the eligibility of a patient for 
healthcare coverage. Trainings (not mandatory to attend) on the changes were provided in Galicia and 
Valencia.  
 
Monitoring mechanisms  
In Andalucía and Basque Country, no specific monitoring mechanisms were put in place to 
follow up on the actual implementation of 2012 RDL and RD or the consecutive regional governmental 
instructions. In Castilla-la Mancha and Galicia, local NGOs provided reports to the regional governments 
on the barriers encountered by patients while accessing healthcare services in the respective ACs. In 
Valencia, a mixed committee of governmental agencies and NGOs was created to monitor 
implementation of the changes and to resolve problems that occurred along the way. Representatives of 






Implementation of “Healthcare Interventions in Situations of Public Health Risk” 
 All interviewees were asked about implications and the implementation process of “Healthcare 
Interventions in Situations of Public Health Risk” issued by the central government .64 Eight interviewees 
from 6 ACs stated that the normative order 31 was not implemented in their respective ACs because 
relevant services were already provided (in cases of diseases listed in the governmental document) to 
everyone (including undocumented immigrants) under regional governmental instructions issued after 
2012 RDL and RD. Contrary to the other interviewees, the representative of Castilla-La Mancha found a 
need to implement the normative order of the central government,31 as the services were not otherwise 
provided to HIV-positive undocumented immigrants until February, 2016.59 However, according to the 
interviewee, this normative order31 was not implemented in Castilla-La Mancha despite requests made to 
the regional government by an NGO. 
 
Discussion 
To our knowledge, this is the first study to document free general and HIV healthcare access in 
Spanish ACs from the enactment of 2012 RDL and RD until the adoption of the 2018 decree law, which 
was intended to reverse the 2012 RDL and RD (with a specific focus on undocumented immigrants). This 
paper also provided some insights into the implementation processes employed by the 7 ACs under study 
to establish and monitor the policy changes, which were weak in general and may partly explain the wide-
ranging actions across ACs in response to the national regulation and law. 
According to the regional documents reviewed and to the designed level of the free healthcare 
access model among the ACs studied, Andalucía provided the highest access to free healthcare services 
(general and HIV care) to all undocumented immigrants during the entire period of the study, without any 
requirement for identification or proof of residency. Basque Country is considered medium-high access, 
giving full coverage for all undocumented immigrants during 76% to 90% of the study timeframe. 
Aragón, Madrid, and Valencia provided medium access, with full coverage to all undocumented 
immigrants during 51% to 75% of the study timeframe. Barriers to care (free general and HIV care) in 
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these ACs were less severe, with a requirement for identification and less than 3 months of residency in 
the AC during the majority of the study timeframe. Madrid provided high access to HIV care to all 
undocumented immigrants due to a section dedication to the infectious diseases in the first regional 
instruction44 issued after 2012 RDL and RD. Castilla-la Mancha provided medium-low access to 
undocumented immigrants, with full coverage provided to all undocumented immigrants during 50% of 
the study timeframe. Finally, Galicia provided the lowest access, as access to free general healthcare 
services was provided only to a limited set of undocumented immigrants (eg, pregnant women, minors, 
asylum seekers, and human trafficking victims) during the entire study timeframe (not including the time 
between enactment of 2012 RDL and the first regional instruction). At the same time, Galicia provided 
medium-high access to all HIV-positive undocumented immigrants due to separate instructions issued by 
the regional government on free care for persons with infectious diseases.  
Aragón and Galicia created governmental instructions specifically for providing free healthcare 
services to patients with diseases under epidemiologic surveillance (including HIV care). Castilla-La 
Mancha, Basque Country, and Madrid either mentioned access to free services for undocumented 
immigrants with contagious diseases or provided alternative pathways to seek care. Although infectious 
diseases were not specifically mentioned in the governmental instructions, it was assumed that such 
access was provided in Andalucía and Valencia free of charge when full coverage was granted to 
undocumented immigrants.  
We found 3 possible explanations for these cross-regional differences: 1) a decentralized structure 
of healthcare in Spain; 2) differences in regional governing parties; and 3) differences in regional 
commitment to human rights.  
Variance in the level of free access granted to undocumented immigrants in ACs immediately 
after the enactment of 2012 RDL and RD has been previously reported by Cimas et al.37 We found that 
these variances continued until 2018, with many more intricacies in regional actions since the earlier 
paper. The highly decentralized structure of healthcare in Spain might partially explain the differential 
implementation of 2012 RDL and RD in the 7 ACs.  
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Cimas et al.37 partly attribute these variances to differences among regional governing political 
parties. Due to the longer timeframe of this study, many more changes in regional political parties were 
noted. In Aragón, Castilla-la Mancha, and Valencia, regional political parties in power changed from right 
wing (governing in 2012) to left wing (governing after 2015). The new governments issued official 
regional instructions to lower the structural barriers set for undocumented immigrants to access free 
healthcare services. Andalucía provided the highest access to free healthcare services for undocumented 
immigrants and, notably, it was governed consistently by the left-wing political party during the course of 
the study. Galicia provided the lowest access and had a right-wing political party in power throughout the 
study timeframe. Less drastic changes were present in barriers set by regional governmental documents in 
Madrid (medium access; right-wing government) and Basque Country (medium-high access; coalition of 
right-wing and left-wing coordinated government), where shifts in political parties did not occur during 
the study timeframe. 
Though more accessible alternative pathways to free healthcare services for undocumented 
immigrants may appear to have been created during time periods in which left-wing parties governed an 
AC, governing regional political parties may not fully account for differences across the 7 ACs. In 2 ACs, 
incremental expansion to healthcare access for immigrants was still present in the case of a governing 
coalition of political parties (Basque Country) or in the case of a right-wing government (Madrid). Basque 
Country was consistently governed by a collaboration of right-wing and left-wing parties, which could 
explain the somewhat steady medium-high access. In the case of Madrid, it can be argued that a medium 
level of access during right-wing governing party rule is due to the influence of NGO coalitions and civic 
organizations that are concentrated in the capital.  
A third possible partial explanation for cross-regional differences in the implementation of 
national healthcare access regulations and laws at the regional level may be seen through a human rights-
based lens. The United Nations considers healthcare access to be a human right, and all states have the 
duty to provide such access to all populations in a nondiscriminatory way, taking into account physical 
accessibility, affordability of the services, access to information needed to seek care, and the opportunity 
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to receive or share personal information without fear of a lack of confidentiality.64 Implemented policy 
changes across the ACs have not been analyzed through application of human rights-based lens; however, 
opinions shared by the interviewees of this study and preambles of some of the instructions published by 
the regions do seem to be guided by the notion of that everyone has a right to have access to care.  
Specifically, 4 of 9 of our interviewees (from higher access ACs including Basque Country, 
Aragón, Andalucía) expressed a sense of responsibility for providing access to free healthcare services to 
undocumented immigrants. Interviewees from Galicia, Madrid, and Valencia strongly believed that not 
providing free coverage to undocumented immigrants was a universal human rights violation. One 
interviewee (Basque Country) specifically referred to providing such access as a human rights issue. In 
addition, governmental instructions published in 4 of 7 ACs (Andalucía, Aragón, Basque Country, 
Valencia) indicated the notion that “everyone has the right to health protection” (which is also guaranteed 
by the Constitution of Spain) as one of the main rationales of the guidelines.39,41,43,52,57 It is possible to 
stipulate that sense of universal healthcare access and “Right to Heal” notion is well embedded among 
professionals dedicated to the health field; however, translating beliefs into practice is not always 
achievable.  
 We found a robust civil society to be important in advocating for the healthcare rights of 
undocumented immigrants in Spain. For example, representatives of NGOs from Galicia, Madrid, and 
Valencia also strongly believed that not providing free coverage to undocumented immigrants was a 
universal human rights violation and was against the Constitution of Spain. All NGO representatives were 
not satisfied with the adjustments made to 2012 RDL and RD by respective regional governments and 
were strongly advocating for granting access to free healthcare services to undocumented immigrants 
without any restrictions. Representatives of NGOs also expressed that, instead of positioning healthcare 
as a basic human right, some regional governments were providing free healthcare services due to the 
threat of infectious diseases to the general population. Indeed, that latter rationale was evident in several 
governmental instructions published during the timeframe of this study (Aragón, Galicia, and 
Valencia).40,42,47,60-62 This could also explain why Galicia provided low access to free general healthcare 
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services, although they provided medium-high access in case of all HIV-positive undocumented 
immigrants.  
The implementation processes of government policies varied across the regions. Data showed that 
86% of participants (6 ACs) were aware that developed governmental instructions were sent 
electronically to all healthcare centers; however, 71% (5 ACs) did not know how that same information 
was communicated to the front office personnel of local facilities. Only representatives of the Basque 
Country stated that a summary of the governmental instructions was sent electronically to the front office 
staff members of healthcare centers. Separate governmental instructions on the provision of care to HIV-
positive patients was sent only in Andalucía. In addition, only Valencia put in place a monitoring 
mechanism in the form of a committee to oversee the effectiveness of the utilized implementation 
processes and to address problems as they arose. These results indicate another structural challenge in the 
rollout of healthcare policies in Spain and calls into action whether the access granted to undocumented 
immigrants on paper actually translated into practice at the clinic level.65 Further research will be needed 
to examine policy implementation at a more granular level. 
There are some limitations to this study. First, we included only 7 out of 17 ACs; thus, the results 
might not be generalizable across Spain. All ACs were contacted to be included in the study; however, 
only 7 opted to participate. One possible reason could be the selected recruitment method, which was 
limited only to personal relationships of the investigators. Nevertheless, the study consisted of 3 
(Andalucía, Madrid, and Valencia) of the 4 biggest ACs by population size.66 In addition, 6 of 7 ACs 
(Madrid, Andalucía, Valencia, Aragón, Basque Country, Galicia) were among the 10 ACs of Spain with 
the largest immigrant populations.66 According to recent statistics, approximately 52% (173,909) of the 
newly arrived immigrants in Spain (total 333,777) settled in the 7 ACs selected for this study.66 A second 
limitation of this study may stem from the interview data collected on the implementation processes of 
adopted governmental instructions in the 7 ACs. As this was a secondary aim of the paper, we did not 
review further documents or examine implementation fidelity at the local level. More research is 
warranted in this regard.  
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This study shows that 2012 RDL and RD have been implemented unevenly across the 7 ACs. 
Nonetheless, the results demonstrated that there were many structural barriers hindering the utilization of 
health care by undocumented immigrants, regardless of the efforts taken by regional governments to grant 
such access. Discrepancies between national and regional policies, as well as variations across ACs, may 
be explained by the decentralization of the Spanish healthcare system, the regional political atmosphere, 
and the preponderance of the human rights perspective in each region. Over time, almost all of the ACs 
under study passed governmental policies and instructions that granted significantly more access to free 
healthcare coverage than the 2012 RDL and RD policies enacted by the central government, though many 
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Table 1. Indicators of Level of Free Access for General Health Care in Each AC 
Level of Access                                          Access Level Indicators 
  Instructions on undocumented immigrants’ right to 
free general healthcare coverage 
Identification and Proof of Residency Requirement 
High  Instructions highlighted the right of all undocumented 
immigrants (without categorization) to free general 
healthcare services. 
Instructions stated that identification and proof of residency 
in the AC were not required during the whole study 
timeframe. 
Medium-High  Instructions highlighted the right of all undocumented 
immigrants (without categorization) to free general 
healthcare services during 76%-90% of the study 
timeframe. 
1) During 76%-90% of the study timeframe required proven 
residency in a respective AC between 0 to 3 months (possible 
exceptions);  




Instructions highlighted the right of all undocumented 
immigrants (without categorization) to free general 
healthcare services during 51%-75% of the study 
timeframe. 
 
1) During 51%-75% of the study timeframe required proven 
residency in a respective AC between 0 to 3 months (possible 
exceptions);  




Instructions highlighted right of all undocumented 
immigrants (without categorization) to free general 
healthcare services during 50% of the study timeframe. 
 
1) During 50% of the study timeframe required proven 
residency in a respective AC between 0 to 3 months;  




No published instruction highlighted the rights of all 
undocumented immigrants (without categorization) to free 
general healthcare services.  
 
N/A 













  Table 2. Level of Barriers to Accessing Free Healthcare Services and/or HIV Care for Undocumented Immigrants in 7 ACs of Spain* 
Level of 
Access  
Issued Governmental Instructions 
and Required Documents** Access Level Indicators 
Access to HIV 
Care 
High accessibility 
Instructions highlighted the 
right of all undocumented 
immigrants (without 
categorization) to free 
general healthcare services 
during the study timeframe 
Instructions state that 
identification and proof of 
residence in the AC is not 
required anytime during the 




diseases or full 
coverage 
provided  
Andalucía Governmental Instruction of June 
6, 201339 
100% of the study timeframe. 100% of the study timeframe. Provided full 
health coverage 






1) Signed letter proving that he/she 
is not covered under any other public 
health insurance (form attached to 
the instruction);  
2) Letter from the country of origin 
proving that he/she is not covered 
under any other public health 
insurance (possible exemption); 
3) Signed letter of economic 
hardship (form attached to the 
instruction).   
Medium-high accessibility 
Instructions highlighted 
right of all undocumented 
immigrants (without 
categorization) to free 
healthcare general services 
during 76%-90% of the 
study timeframe 
1) During 76%-90% of the 
study timeframe required 
proven residency in a 
respective AC between 0 to 3 
months (possible exceptions); 






diseases or full 
coverage 
provided 76%-





 A. Decree 114/2012, June 29th, 
201252 
Granted access to free general 
healthcare coverage to all 
1) Required proof of residence 
in the AC but without a 
minimum month requirement 
Provided full 
health coverage 
81% of the 
 




2) Certificate of 1-year proven 
residency in the AC; 
undocumented immigrants 
81% of the study timeframe. 
during 11% of the study 
timeframe (in case of expired 
visa cannot be in Schengen zone 
longer than 3 months); 68% of 
the time required 1-year proof 
of residence in the AC that 
could be bypassed;  









3) Demonstrate that he/she is earning 
minimum wage (provided by a 
patient);  
4) Demonstrate that he/she is not 
covered under any other public 
health insurance (provided by a 
patient).  
 
B. Order, July 4, 201354  
1) Identification;    
2) Certificate of 1-year proven 
residency in the AC; 
  
 
3) Declare that a participant is 
earning minimum wage (form 
attached to the instructions); 
  
 
4) Declare that he/she is not covered 
under any other public health 




5) Application form.    
 
C. Governmental Instruction of 
August 22, 201355  
  
 
1) Certificate of 1-year proven 
residency in the AC; 
  
 
2) Declare that he/she is earning 
minimum wage; 
3) Declare that he/she is not covered 
under any other public health 
insurance (form attached to the 
instructions). Exception: In case the 
1-year requirement cannot be met, 
undocumented immigrants can still 






room. Specially highlights cases of 
serious illness, accident, contagious 
disease, pregnancy, or minor status. 
Names undocumented immigrants 
specifically as beneficiary (without 
categorization). 
 
D. Governmental Instruction of 




1) Certificate of 1-year proven 
residency in the AC; 
  
 
3) Declare that he/she is not covered 
under any other public health 
insurance. Exception: In case the 1-
year requirement cannot be met, 
undocumented immigrants can still 
receive care through the emergency 
room. A family doctor will be 
assigned to the individuals until 
discharge or until the 1-year 
requirement is met. Specially 
highlights cases of serious illness, 
accident, contagious disease, 
pregnancy or minor status.  
  
 
Names undocumented immigrants 





E. Governmental Instruction, 
January 25th, 201857 
  
 
1) Identification;    
2) Certificate of residency in the AC 
without specific minimum time 
requirement (in case of expired visa 
cannot be in Schengen zone longer 






3) Declare that he/she is earning 
minimum wage (form attached to the 
instructions); 
4) Declare that he/she is not covered 
under any other public health 
insurance (form attached to the 
instructions); 
5) Application form. 
Names undocumented immigrants 






right of all undocumented 
immigrants (without 
categorization) to free 
general healthcare services 
during 51%-75% of the 
study timeframe 
1) During 51%-75% of the 
study timeframe required 
proven residency in a 
respective AC between 0 to 3 
months; 2) Required any type 




diseases or full 
coverage 
provided 51%-
75% of the 
study 
timeframe  
Aragón A. Governmental Instruction of 
April 30th, 201340 
Granted access to free general 
healthcare coverage 
specifically to all 
undocumented immigrants 
64% of the study timeframe. 
1) Required proof of residence 
in the AC 3 months or less 
approximately 64% of the study 
timeframe;  
2) Required identification. 
Provided full 
health coverage 






diseases 69% of 
the study 
timeframe.               
 
1) Identification;  
2) Certificate of 6-month proven 
residency in the AC;  
3) Declare that he/she is not covered 
under any other public health 
insurance or is eligible for Convenio 
Especial67,68 (the coverage based on 
copayment [form attached to the 
instructions]); 
4) Letter from the country of origin 
proving that he/she is not covered 
under any other public health 
insurance which he/she can utilize in 




5) Tax income from Spain 
and from the country of 
origin, showing earned 
minimum wage (provided 





6) Presentation of the documents can 
be exempt after a case-by-case 
evaluation by a social worker (no 









   B. Governmental Instruction of 
April 9, 2014 (Specifically for 
diseases under Epidemic 
Surveillance)42 
      
 




2) Declare that he/she is not covered 
under any other public health 
insurance or is eligible for Convenio 
Especial67,68 (the coverage based on 




3) Declare that he/she is not covered 
under any other public health 
insurance in the country or origin 
which he/she can utilize in Spain 
(form attached to the instructions); 
  
 
4) Signed admission application 
form from the doctor approving that 
a patient has/might have a disease 
that enters in the list of “special 











C. Governmental Instruction of 
August 7, 201541 
      
 
1) Identification;    
2) Certificate of 3-month proven 
residency in the AC; 
  
 
3) Demonstrate that he/she is not 
covered under any other public 




4) Letter from the country of origin 
proving that he/she is not covered 
under any other public health 
insurance which she can utilize in 
Spain (provided by a patient); 
  
 
5) Declare that a patient does not 
possess sufficient economic means 
(attached to the instructions); 
  
 
6) Presentation of the documents can 
be exempt in case it is considered as 
a need to maintain public health (no 




7) Application to the program.    
Names undocumented immigrants 





D. Governmental Instruction of 
May 23, 2017 (Specifically for 
diseases under Epidemic 
Surveillance) 43 
      
 




2) Declare that a patient does not 
possess economic means (form 
attached to the instructions); 
3) Signed admission application 
form from the doctor approving that 
a patient has/might have a disease 
that enters in the list of “special 
cases” (form attached to the 
instructions); 






A. Governmental Instruction, 
August 27th, 201244 
 
Granted access to free general 
healthcare coverage 
specifically to all 
undocumented immigrants 
63% of the study timeframe. 
 
1) Required proof of residence 
in the AC but without minimum 
month requirement during 
100% of the study timeframe;  














1) Identification (not in case of 
minors, pregnant women, human 
trafficking victims, or asylum 
seekers);  
2) Certificate proving residency in 
the AC (without a specific time 
requirement indicated).  
Names undocumented immigrants 
specifically as beneficiary (with 
categorization). In addition, 
provided care in case of diseases 
that enter in the list of the 
“Infections of Obligatory 
Declaration” and/or “List of 
Pathologies Included for Healthcare 
Purposes in Public Health Cases.” 




B. Governmental Instruction, 2015 
(Internal document)45  
1) Identification (possibility of 
exemption); 
2) Certificate proving residency in 
the AC (possibility of exemption). 
Names undocumented immigrants 







A. Governmental Instruction 3/12 
June 29th, 201246 
 
Granted access to free general 
healthcare coverage 
specifically to all 
undocumented immigrants 
51% of the study timeframe. 
 
1) Required proof of residence 
in the AC for 3 months 
approximately 51% of the study 
timeframe;  












1) No requirements listed.  
Names undocumented immigrants 
specifically as beneficiary (with 
categorization).  
   
B. Governmental Program July 
31st, 201347 
    
 
1) Identification (temporary 
exemption);  
2) Certificate of 1-year proven 
residency in the AC; 
  
 
3) Demonstrate that a patient does 
not possess sufficient economic 
means or does not have third party 
responsible to economically support 
him/her (provided by a patient); 
  
 
4) Demonstrate that he/she is not 
covered under any other public 
health insurance (provided by a 
patient) or is eligible for Convenio 
Especial67,68 (the coverage based on 






5) Letter from the country of origin 
proving that he/she is not covered 
under any other public health 
insurance that he/she can utilize in 
Spain (provided by a patient);  
6) Provide written authorization to 
the AC to review personal records of 
a patient applying for the coverage. 
Names undocumented immigrants 





  C. Governmental Instructions 
20/2015 July 21, 201548 
      
 
1) Certificate of 3-months proven 
residency in the AC; 
  
 
2) Demonstrate that he/she is not 
covered under any other public 
health insurance or is eligible for 
Convenio Especial67,68 (the coverage 




3) Demonstrate that he/she is not 
covered by the country of origin 
under any public health insurance or 
does not have a third party 
responsible to provide financial 
support (provided by patient). 
  
 
Names undocumented immigrants 









D. Decree-Law 3/15 July 29th, 
201549  
1) Certificate of 3-months proven 
residency in the AC; 
2) Demonstrate that he/she is not 
covered under any other public 
health insurance or is eligible for 
Convenio Especial67,68 (the coverage 
based on copayment [provided by a 
patient]); 
3) Demonstrate that he/she is not 
covered by the country of origin 
under any public health insurance 
(provided by a patient). 
Names undocumented immigrants 
specifically as beneficiary (without 
categorization). 




right of all undocumented 
immigrants (without 
categorization) to free 
general healthcare services 
during 50% of the study 
timeframe 
1) During 50% of the study 
timeframe required proven 
residency in a respective AC 
between 0 to 3 months; 2) 






diseases or full 
coverage 
provided 50% 




A. Governmental Project, 2013 
(Internal document)58 
Granted access to free general 
healthcare coverage 
specifically to all 
undocumented immigrants 
50% of the study timeframe. 
1) Required proof of residence 
in the AC, but without 
minimum month 
requirement****; 
2) Required identification. 
Provided full 
health coverage 







2) Certificate of residency in the AC 
without specific minimum time 
requirement. 
Names undocumented immigrants 
specifically as beneficiary (with 
categorization).   
  
 




1) Identification;    
2) Certificate of residency in the AC 
without specific minimum time 
requirement (possible exemption);    
3) Signed letter declaring that he/she 
is not covered under any other public 
health insurance (form attached to 
the instructions);    
4) Signed letter declaring that he/she 
is not covered under any other public 
health insurance from the country of 
origin (form attached to the 
instructions);    
5) Demonstrate that a patient does 
not possess sufficient economic 
means (provided by a patient). 
Names undocumented immigrants 
specifically as beneficiary (without 
categorization).     
Low accessibility 
Neither of published 
instructions highlighted 
rights of all undocumented 
immigrants (without 
categorization) to free 







diseases or full 
coverage 
provided  
Galicia A. Governmental Instruction, 
August 31st, 201260 
Granted access to free general 
healthcare coverage to all 
undocumented immigrants 6% 
of the study timeframe. This 
6% refers to the period 
between enactment of 2012 
RDL (April 20, 2012) and the 
first instruction issued by the 
AC (August 31st, 2012). No 










access to HIV 
care.***** 
 
1) Demonstrate that he/she is not 
covered under any other public 
health insurance (provided by a 
patient); 
2) Demonstrate that he/she is not 
covered in the country of origin 
under any public health insurance 




Names undocumented immigrants 
specifically as beneficiary (with 
categorization). 
 
B. Governmental Instruction 
(PGPSSP), September 21st, 201261 
had granted access to all 
undocumented immigrants 
(without categorization).  
  
  
1) Identification (temporary 
exemption); 
2) Certificate of 183-day proven 
residency in the AC;    
3) Declare that he/she is not covered 
under any other public health 
insurance (form attached to the 
instructions);      
4) Letter from the country of origin 
proving that he/she is not covered 
under any other public health 
insurance that he/she can utilize in 
Spain (provided by a patient);      
 
C. Governmental Instruction, 
November 9, 2012 (Specifically for 
diseases under Epidemic 
Surveillance)62      
1) Identification; 
2) Certificate proving residency in 
the AC (without specific time 
requirement indicated); 
3) Demonstrate that he/she is not 
covered under any other public 
health insurance (provided by a 
patient).  
 
D. Governmental Program, March 
7, 201363 




on how to register patients into 
PGPSSP coverage described in the 
instruction of September 21, 2012.61 
Names undocumented immigrants 
specifically as beneficiary (with 
categorization). 
      
*Presented data were extracted from the governmental documents provided by the representatives of the 7 ACs participating in this study. 
**For the purpose of this study, the following points were assumed while coding data given in Table 2: 1) If a requested form is not 
attached to the governmental instructions it is assumed that a patient is supposed to attain the document and provide it during registration 
for the coverage; 2) If a document states that a patient should or should not meet a specific requirement, but does not say how it should be 
proven, it is assumed that some type of form/document (not a verbal declaration) should be provided; 3) In case of Identification and Proof 
of Residence Certificate requirement, it is assumed that a patient has to provide two documents; 4) If the possibility of exemption is not 
indicated in this Table, it should be assumed that there is no exemption provided for the given required document (according to the 
governmental instruction); 5) If full coverage was provided to undocumented immigrants it was assumed that HIV care entered in the plan 
(unless otherwise stated); and 6) The phrase “Disease Under Epidemiologic Surveillance” is used to refer to the governmental instructions 
that mention free coverage of any of the following: infectious disease, diseases of obligatory declaration, diseases impacting public health 
or creating social emergency. 
***Madrid has a separate section on infectious diseases in its first regional instruction issued August, 2012, clearly stating that everyone 
should be provided access to HIV care. However, the same instruction did not grant access to free general healthcare services to all 
undocumented immigrants (those not HIV-positive); thus, the level of access to free general health care is not in the same category as 
access to HIV care. For simple visual presentation, details on the level of HIV care in Madrid were provided in the same section of Table 
2. 
****CLM required proof of residence in the AC, but without a minimum month requirement during 100% of the study timeframe. 
However, all undocumented immigrants (without categorization) were granted access to general healthcare services only during 50% of 
the study timeframe; thus, the AC is considered medium-low access. 
*****Galicia created separate instructions on infectious diseases, granting healthcare access to everyone in such cases, but if only 
following requirements were met: if patients provided proof of residency, any type of identification, and proof of not being covered by any 
other insurance. Compared with other ACs, the time and level of free general healthcare services granted to undocumented immigrants 
were different than those granted for HIV care. Specifically, in Galicia, access level for free general care is considered low whereas access 
level for HIV care is considered medium-high, according to the designed model in Figure 1. As the instruction62 required presentation of 
proof of residency and any type of identification, access to HIV care was not considered high even though the calculated percentage is 
92%. For simple visual presentation, details on the level of HIV care in Galicia were provided in the same section of Table 2.  
AC, Autonomous Community; CLM, Castilla-La Mancha; PGPSSP, Galician Social Protection Program of Public Health; RDL, Royal 





Table 3. Summary of Remarks Made by the Interviewees*  
AC Representative Comments 
Andalucía Governmental official - head of 
governmental organization 
dedicated to HIV. 
The governmental instruction of 201339 was considered very efficient, because very few 
cases were reported in which a patient was denied access to healthcare services or 
treatment in Andalucía. Furthermore, even though changes made by 2012 RDL and RD 
were communicated to the hospitals and healthcare centers (hereinafter referred to as 
healthcare centers), Andalucía still continued providing free healthcare services to 
everyone, as they were doing before the health reform.  
  
Aragón Governmental official - specialist in 
governmental organization 
dedicated to HIV. 
Interviewee stated that there might have been some confusion about which services to 
provide free of charge between December 2012 and April 2013; however, no one was left 
without access to free healthcare services, specifically referring to HIV-positive 
undocumented immigrants. Interviewee was not aware of difficulties undocumented 
immigrants without HIV may have faced while trying to access free general healthcare 




Two representatives of an NGO. 
The first is a specialist dedicated to 
public health and the second 
specialist is in the field of HIV 
from the same NGO. 
No specific clear regional governmental instructions exist (from April 2012 until August 
2018) in Madrid on how to implement 2012 RDL and RD, so each healthcare center 
made its own interpretation. There were multiple barriers created for undocumented 
immigrants while accessing care due to lack of information within the public sector or by 
the front office personnel of the centers, but everyone was still provided free healthcare 
services.  
2012 RDL did not impact HIV-positive undocumented immigrants in Madrid, because 
they could still access free healthcare services. In addition, due to a highly coordinated 
network of NGOs that work with HIV-positive people, any specific cases that were 
brought to their attention (by the patients or the healthcare centers) were resolved.  
  
Valencia Two representatives of two 
different NGOs. The first is the 
head of country-wide organization 
comprising multiple NGOs working 
in the field of HIV and the second 
is the secretary to the board of 
country-wide NGO dedicated to 
public health. 
There were no regional governmental instructions created specifically regarding 
providing care to HIV-positive patients who were not otherwise insured. However, the 
governmental instruction of July 31st, 2013,47 does talk about providing care to patients 
with communicable diseases regardless of whether they meet the requirements set by the 
governmental documents. In addition, to tackle administrative barriers the “Protocol for 
Social Workers Developed to Provide Access to Public Health Services in the 
Community of Valencia”53 was developed by Valencian Health Insurance Services 
specifically for social workers in July, 2018, highlighting procedural requirements and 






Two governmental officials. The 
first is the head of a governmental 
office dedicated to public health 
and the second is a governmental 
specialist in the field of public 
health and HIV. 
Everyone (official residents of Basque Country or not) were provided access to free 
healthcare services in Basque Country, even though the entitlement might not have been 





Specialist in the field of public 
health and social inclusion from 
countrywide NGO (local office). 
 
2012 RDL and RD were adopted exactly as developed by the central government. A 
governmental instruction that was published in January 2013, was not clear on how to 
provide free services to undocumented immigrants in various cases. Specifically, in cases 
of emergency, serious or chronic illnesses, HIV infection, or even in case of pregnancy or 
in minor girls who did not possess identification or a proof of residence certificate in the 
AC.  
 
In 2015, the newly elected left-wing government promised to provide access to free 
healthcare services to everyone in CLM regardless of their legal status. Thus, an order on 
February 23, 2016,59 was created. Nevertheless, this order still denied access to free 
general healthcare services to all undocumented immigrants without identification. 
Furthermore, as of today, no specific governmental instructions have been created 
explaining how to provide access to free healthcare services to HIV-positive patients. 
Consequently, in many cases, representatives of NGOs have to intervene on behalf of 
undocumented immigrants to prove that they are entitled to such services. Multiple 
requests have been made to the regional government by local NGOs to create such an 
official document.  
  
Galicia Two representatives of an NGO. A 
specialist in the field of public 
health from country-wide NGO 
(local office) and a specialist in the 
field of HIV from the same local 
office of the NGO. 
2012 RDL and RD were adopted almost exactly in the way they were issued. Galicia 
created very restrictive interpretation of 2012 RDL and RD. PGPSSP61 still provided free 
general healthcare services to some undocumented immigrants who were not otherwise 
covered by the public health insurance, but the program was not efficiently promoted to 
the public and to relevant healthcare personnel. Front offices of the healthcare centers 
were not aware of the entitlements granted under the program and often representatives 
of NGOs had to accompany undocumented immigrant to the centers in order to advocate 
for their rights.  
*Presented data were extracted from the interviews with the representatives of 7 ACs participating in this study. 
AC, autonomous community; CLM, Castilla-La Mancha; NGO, nongovernmental organization; PGPSSP, Galician Social Protection Program of 




Table 4. Implementation and Monitoring of the Policy Changes Adopted by the 7 ACs* 
AC How changes produced by 2012 RDL or RD (and of 
governmental instructions issued afterwards) were 
communicated to the healthcare providers?  
Were specific implementation monitoring 
mechanism(s) put in place? 
Andalucía  1) No changes were made due to 2012 RDL and RD in the AC, thus 
nothing was communicated; 2) To communicate governmental 
instructions of June 6, 2013,39 information was put up in intranets of 
the healthcare facilities; 3) Information was separately sent 
(electronically) to healthcare centers explaining that HIV-positive 
immigrants were still eligible for free healthcare.  
 
No. 
Aragón Governmental instructions were sent electronically to coordinators 
of healthcare facilities. No further information could be provided on 
the topic by the interviewee. 
 
No information could be provided on the topic by the 
interviewee.  
 
Basque Country Complete hard copy of 2012 RDL and RD (as well as of Regional 
Decree 114/201252 and order of July 3, 201354) was sent to the heads 
of the governmental health departments. Afterward, the health 
departments developed and sent (electronically) a summary of all 
requirements to the heads of healthcare centers. The directors of the 
healthcare centers emailed that same information to the admissions 
office and client service departments of the healthcare centers. No 
governmental instructions were sent specifically on providing care 
to HIV-positive patients. 
 
No. Cases were solved as they occurred. 
Castilla-La 
Mancha 
No governmental instructions/summary have been created or spread 
on how to implement changes produced by 2012 RDL and RD. No 
governmental instructions were sent specifically on providing care 
to HIV-positive patients. 
An NGO has been sending reports to the regional 
government about the problems occurring in the AC 
while accessing healthcare services. No response was 
given to an NGO by the representatives of the regional 





Implementation of the changes made by 2012 RDL and RD took the 
standard route practiced in Galicia. Specifically, official 
governmental instruction was created on how Galicia should apply 
adopted 2012 RDL and RD. This governmental instruction was 
 
An NGO was reporting every case to the regional 
government on problems with accessing healthcare 




published in official website of Galicia (Diario Oficial de Galicia), 
after which the responsible governmental department forwarded 
same information electronically to EOSICS (Centers for Integrated 
Attention for Management/Centros de Atencion Integrada para 
Gestionar). Finally, computer programs were adapted to the new 
requirements. Trainings were provided about the changes; however, 
attendance was not mandatory. 
No response has been given to them by the 




Official governmental instruction (August 27, 2012)44 was created 
on how Madrid will apply adopted 2012 RDL and RD, which was 
sent electronically to heads of healthcare centers. However, a 
governmental instruction did not provide detailed guidelines on how 
to implement changes proposed by the regional government. The 
same problem was present when DAR and TIR codes were 
implemented in August, 2015. 
 





Information on 2012 RDL and RD, and regional governmental 
instructions issued afterward, were published on an official 
governmental website. Information was delivered electronically to 
the leadership of healthcare centers. Relevant posters were created 
disseminating the information. The interviewee was not aware of 
how information was further communicated to the front office 
personnel of the healthcare centers. The interviewee sees the process 
of dissemination of the information as problematic because the front 
office personnel do not possess a corporate electronic addresses or 
corporate phone number. 
 
No specific monitoring system was put in place from 
2012 to 2015. After 2015, a mixed committee was 
formed (Health Council, the Assurance Unit, and 
NGOs) that met every 3 months. During meetings, 
NGOs presented and solved cases of denied coverage 
one by one. Information was kept on how many 
requests for public insurance cards came in and how 
many were given out or declined. Information 
presented on these meetings showed that there was a 
lack of information among employees at healthcare 
centers. Consequently, the government organized 
professional trainings for the administrative staff of 
the healthcare centers regarding active governmental 
instructions in the AC. 
*Presented data were extracted from the interviews with the representatives of 7 ACs participating in this study. 
AC, Autonomous Community; DAR, foreigner without health insurance; EOSICS, Centers for Integrated Attention for Management; NGO, 




























* “All undocumented immigrants” refers to providing free 
general healthcare coverage to every undocumented immigrant 
and not just to a special population within the group. “Special 
population” refers to immigrants who are pregnant, minors, 
human trafficking victims, asylum seekers, and cases of 
accidents or other serious illness. **≥ 50% refers to the initial 
cutoff point to differentiate between Low Access, and 
High/Medium-High/Medium/Medium-Low Access. 
FREE HEALTH COVERAGE FOR ALL UNDOCUMENTED 
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Spain has one of the highest prevalence rates of HIV infection in the European Union (EU). 
According to the Ministry of Health, Social Services and Equality (MSSSI) of Spain, 120,000 to 150,000 
people were living in Spain with HIV in 2010.1 The national surveillance report showed 3366 newly 
diagnosed cases (7.2 cases per 100,000) in 2014.2 
In 22 (71%) countries of 31 members of the EU and the European Free Trade Association 
(EFTA), immigrants are an especially vulnerable group to HIV infection.3 In 2014, 32% percent of newly 
HIV diagnosed patients were identified as immigrants in Spain.2 Immigrants are disproportionally 
affected by HIV compared with native-born populations.3-5 In Spain, the disproportionally higher 
prevalence of HIV in immigrants compared with native-born Spaniards has been documented since the 
mid-1990s.6 Immigrants from Latin America and the Caribbean (LAC) and sub-Saharan Africa (SSA) 
have been the most impacted in Spain.2,4,7-9  
Many factors contribute to the vulnerability of immigrants to HIV infection, including 
socioeconomic barriers to healthcare access, legal restrictions that make immigrants ineligible to pursue 
necessary care, language difficulties, HIV stigma, discrimination by healthcare providers, lack of HIV 
education, or simply prioritization of attaining basic subsistence over health needs.7,10-15 Among HIV-
positive immigrants, those who are undocumented are particularly at risk of not receiving necessary 
health care.12,16  
Delay in access to health care may result in late HIV diagnosis (LHD). Specifically, late 
diagnosis refers to the advancement of HIV infection (eg, CD4 <350 cells/µL) by the time the individual 
first tests positive for HIV.17 LHD is an important healthcare marker because of the benefits of early 
diagnosis. Early diagnosis improves health outcomes of HIV-positive patients, prevents transmission of 
the virus, and reduces the costs of HIV treatment.18-22 Conversely, delays in diagnosis could impact the 




transmission rates.24,25 Immigrants have been previously found to be disproportionally represented 
specifically among cases of LHD in Spain.2,10,26 
Immigrants are also considered one of the most vulnerable populations during times of economic 
crisis.6 This became evident when Spain implemented multiple austerity measures following the 2008 
financial crisis.16,27,28 In 2012, the central government of Spain enacted Royal Decree-Law (RDL, legal 
norm with the rank of law) 16/2012 and Royal Decree (RD, legal norm with the rank of regulation) 
1192/2012, which altered universal healthcare practices nationwide and limited the ability of some 
categories of immigrants to access health care and excluded undocumented immigrants.6,16,27,28 At the 
same time, some Autonomous Communities (ACs) did not fully apply that exclusion and promulgated 
regional regulations mainly focused on infections of public health concern.29 The main reason was that 
the exclusion could have had a deleterious effect also in fully covered populations by contributing to the 
spread of infectious diseases such as HIV, hepatitis, or tuberculosis, increasing the costs by only treating 
acute episodes. 
Given this context, the aim of this study was to utilize data from a national cohort study on HIV-
positive patients to examine the prevalence of LHD among immigrants in Spain (specifically, LAC and 
SSA) compared with native-born Spaniards in recent years, and to compare the disparity, if any, between 
these two groups preceding and following the decrees limiting universal healthcare access in 2012.  
 
Methods 
The Cohort of the Spanish AIDs Research Network (CoRIS) is a nationwide multicenter open 
cohort study of HIV-positive patients launched in 2004. As of today, CoRIS encompasses 42 centers in 
13 of 17 ACs (see Appendix C.I). CoRIS collects a broad array of patient data, including 
sociodemographic, epidemiologic, biologic, and treatment-related variables. Participants are recruited in 
the network if the following criteria are met: 1) first time in a recruiting clinic; 2) older than 13 years of 
age; 3) first time confirmed HIV-positive diagnosis; and 4) naïve to ART. Participant sociodemographic 




epidemiologic information (including most probable transmission mode, date of first HIV-positive result, 
treatment history) are collected through a structured questionnaire. Biologic information is collected 
through a blood test (at the start of the study and during scheduled follow-ups). The information is subject 
to internal quality controls: once every 2 years, information on 10% of the cohort is audited by an 
externally contracted agency. Participants signed an informed consent (available in Spanish, English, and 
French) that clearly states that collected information is anonymous (developed according to the Spanish 
Law of Data Protection), and they can decide to stop being part of the study at any time. This study was 
approved by the Institutional Review Boards of the participating hospitals and centers. A full description 
of CoRIS has been previously published elsewhere.30 
 
Study sample 
For the purpose of this study, cross-sectional panels of patients from January 1, 2010 to 
December 31, 2015 were included. Patients were excluded if they were under 18 years of age, were from 
any immigrant groups other than LAC and SSA, or had a missing CD4 count within 1 year after HIV 
diagnosis. LAC and SSA were selected as they have been previously identified as the immigrant 
subgroups most impacted by HIV in Spain,2,4,7-9 and comprised 75% of immigrants registered in CoRIS. A 
total of 473 immigrants from other countries of origin were excluded from the study to be able to see the 
impact of 2012 RDL and RD solely on LAC and SSA. There is no information available on the legal 
status of participating immigrants (residence permit holders or undocumented immigrants) in Spain.  
 
Measures 
LHD, the primary outcome, was defined as having acquired AIDS or a CD4 cell count under 350 
cells/µL on the first measurement within 1 year after HIV diagnosis, thus indicating progression of HIV 
infection without early detection.31-34 The main exposure variable was population group (immigrants vs 
native-born Spaniards). Immigrants were defined as “the persons residing outside their country of 




>65 years), educational level (middle school and below [unknown included] vs high school and above) as 
a proxy of socioeconomic status, and likely mode of HIV transmission (injection drug use, heterosexual 
sex, homosexual/bisexual sex, and other/unknown). 
 
Analysis 
Descriptive analysis of demographic information and prevalence of LHD was conducted in the 
total sample as well as by population group. Subsequently, regression analysis was performed to model 
LHD prevalence on population group adjusting for demographic and behavioral covariates. The model 
estimated the LHD prevalence ratio (PR) among immigrants versus native-born Spaniards. A Poisson 
distribution with robust variance estimation was used for model convergence.37,38 To assess whether the 
LHD prevalence ratio of immigrants compared with native-born Spaniards differed before and after the 
2012 RD and RDL, an interaction term between population group and calendar period (2010-2011 vs 
2012-2015) was included in the final model. The regression model was further stratified by population 
group and calendar period. All statistical analyses were performed using STATA version 16.0 (College 
Station, TX), with alpha set to 0.05. 
 
Results 
Sample characteristics  
A total of 5943 participants registered in CoRIS met the inclusion criteria, of whom 1488 were 
immigrants (n=1240 from LAC and n=248 from SSA) and 4455 were native-born Spaniards (see Table 
1). Participants in both population groups were predominantly men, between 26 and 45 years of age at 
HIV diagnosis, and homosexual/bisexual. However, there were more women in the immigrant group than 
in the native-born group (19.4% vs 9.1%; P <.001). There were also marked differences in the mode of 
HIV transmission between the two groups (P <.001). For example, the proportion of HIV transmission 
via injection drug use was higher among native-born Spaniards than among immigrants (5.5% vs 0.3%), 




than native-born Spaniards (33.1% vs 19.3%; P <.001). Overall, immigrants were more likely to 
experience LHD compared with native-born Spaniards (45.7% vs 37.4%; P <.001). Figure 1 shows the 
secular trends of LHD prevalence in immigrants versus native-born Spaniards. The prevalence of LHD 
among immigrants from 2010 to 2015 ranged between 41% and 49%, compared with 33% to 39% among 
native-born Spaniards.  
 
Multivariate analyses 
Table 2 shows the adjusted PR (APR) model in the full sample and by population group across all 
7 years. Between 2010 and 2015, the APR of LHD among immigrants versus native-born Spaniards was 
1.15 (95% CI, 1.02-1.28), adjusting for covariates. Correlates of LHD were consistent between 
immigrants and native-born Spaniards. Across all years in the full sample, older individuals (APRs = 
1.27-2.33; P <.001) and individuals whose transmission was not a result of men having sex with men 
(APRs = 1.33-1.54, P <.001) were more likely to experience LHD than the respective referent groups. 
When analyzed by calendar period (see Table 3), we can see that the APRs of immigrants compared with 
native-born Spaniards changed from 1.14 (95% CI, 1.02-1.29) from 2010 to 2011 to 1.28 (95% CI, 1.17-
1.39) from 2012 to 2015, although this increase was not statistically significant based on the interaction 
term in the analysis of the full sample (see Table 2). 
 
Discussion 
In light of the 2012 RDL and RD limiting immigrant access to health care in Spain, to the 
authors’ knowledge, this is the first study to examine the prevalence of LHD among immigrants 
nationwide before and after their promulgation. We found that immigrants, compared with native-born 
Spaniards, had a persistently higher prevalence of LHD across years. Although the disparity between the 
2 groups increased after 2012, this change was not statistically significant. The Spanish government 




however, barriers to healthcare access still persist.41 Availability of evidence-based research is crucial to 
inform policies that appropriately allocate resources for at-risk populations.42  
Contrary to an earlier study based on CoRIS data from 2004 to 2006, showing that immigrants 
had the same odds of LHD as native-born Spaniards,43 we found a disproportional presence of LHD 
among immigrants compared with native-born Spaniards in recent years. This may be explained, in part, 
by previous research showing multiple economic and social factors that increase the vulnerability of the 
immigrant population in a host country over time,7,10-15 which may have worsened in recent years. The 
current study encompasses periods following the 2008 economic crisis and the subsequent enactment of 
restrictive laws and regulations in Spain. Economic crises and legal restrictions imposed on immigrant 
populations are important barriers to healthcare access.6,7,12-14 Delaying access to health services may be 
particularly serious among undocumented HIV-positive immigrants,12,16 which could be due to the 
prioritization of primary needs (eg, food and housing) over health care.15 This warrants further research, 
as we did not have the ability to analyze the data by the legal status of immigrants.  
Measures of austerity implemented following the 2008 financial crisis in Spain, specifically the 
2012 RDL and RD, significantly limited universal healthcare access among undocumented immigrants. 
As such, we had hypothesized a wider disparity in LHD between immigrants and native-born Spaniards 
before and after 2012. Although we found a nominal increase in the APR comparing the 2 groups from 
before 2012 with after 2012, this change was not statistically significant. This may be attributable to the 
decentralized Spanish health system, in which national restrictions imposed by the 2012 RDL and RD 
were not necessarily implemented equally across the regions in Spain, because not all ACs supported the 
change.6,15,44,45 Uniform implementation of the new national regulations could have led to worse levels of 
early HIV detection among immigrants. In addition, it is noteworthy that the 2012 RDL and RD impacted 
undocumented immigrants the most, and the dataset does not allow identification of documented versus 
undocumented immigrants. Thus, the lack of a statistically significant increase can possibly be explained 
by a large portion of CoRIS participants being documented immigrants. Despite this lack of statistical 




and the healthcare needs of this population. In addition, due to the infectious nature of HIV, delays in care 
for at-risk populations could threaten the health of the entire population,16,28 which argues for adoption of 
population approaches to health policies.  
Early HIV detection improves individual treatment success and reduces population transmission 
rates.18-22 HIV testing can be offered at healthcare facilities, at free-standing sites, and through other 
community-based programs. The availability of HIV rapid diagnostic tests at healthcare facilities has been 
previously identified as an important strategy for early HIV detection and immediate linkage of patients 
to necessary services. Overall, governments are recommended to take into consideration the local context 
and the cost effectiveness and availability of necessary resources to develop a mixed strategy model 
tailored to a population and the nature of the epidemic.46 The diffusion of these strategies in a community 
setting can be important for at-risk immigrants experiencing multiple barriers to traditional clinic-based 
healthcare access. 
It has been previously noted that a limitation of CoRIS is that the data are collected from tertiary 
hospitals; thus, the study may not be representative of the entire HIV-positive population in Spain.43 
Nevertheless, the overall prevalence of LHD is comparable with LHD statistics collected by the national 
epidemiologic surveillance on HIV/AIDS in Spain during the same timeframe.47-52  
This study is an important contribution to the literature on immigrant health in Spain and 
demonstrates the significant disparity in LHD prevalence among immigrants compared with native-born 
Spaniards. More research is warranted to better understand barriers to healthcare services among HIV-
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 Men 88.3 80.7 90.9  
 Women 11.6 19.4 9.1  
Age at HIV diagnosis, y <.001 
 18-25  14.2 15.3 13.9  
 26-45 66.9 72.4 65.1  
 46-65 17.8 12.2 19.7  
 65> 1.0 0.1 1.4  
Likely mode of transmission <.001 
 Homosexual/bisexual contact 69.1 63.0 71.1  
 Heterosexual contact 22.7 33.1 19.3  
 Injection drug use 4.2 0.3 5.5  
 Other  3.9 3.7 4.1  
Education <.001 
 Middle school and below  46.6 50.3 45.4  
 High school and above 53.3 49.7 54.6  
Late HIV diagnosis 39.5 45.7 37.4 <.001 








Figure 1. Prevalence of LHD by Population Group Across Years. 
 





























Table 2. Multivariate Analysis of the Prevalence of LHD in the Full Sample and by Population Group 
 Variables                                            Total Sample                                Immigrants                        Native-born Spaniards 
 PR (95% Cl) P PR (95% Cl) P PR (95% Cl) P 
Target population       
 Native-born Spaniards 1 
 
- - - - 
 Immigrants 1.15 (1.02-1.28) .019 - - - - 
Time-period        






 2012-2015 0.96 (0.89-1.04) .372 1.07 (0.96-1.21) .22 0.96(0.89-1.04) .353 
Time-period*population-group   1.11 (0.97-1.28) .132 - - - - 
Sex       






 Men 1.03 (0.94-1.13) .497 1.04 (0.90-1.19) .597  1.04 (0.92-1.16) .542 
Age at enrollment, y        






 <26-45 1.27 (1.14-1.43) <.001 1.18 (0.99-1.40) .061  1.33 (1.15-1.54) <.001 
 <46-65 1.67 (1.48-1.89) <.001 1.30 (1.06-1.60) .011  1.84 (1.58-2.15) <.001 
 >65 2.33 (1.95-2.79) <.001 1.81 (1.49-2.20) <.001 2.50 (2.04-3.05) <.001 
Education level       






 High school and above 0.83 (0.78-0.89) <.001 0.81 (0.72-0.92) .001 0.85 (0.78-0.92) <.001 
Likely mode of transmission       






 Heterosexual contact 1.42 (1.31-1.53) <.001 1.47 (1.28-1.69) <.001 1.39 (1.26-1.53) <.001 
 Injection drug use 1.33 (1.16-1.53) <.001  1.91 (0.99-3.68) .052 1.30 (1.12-1.50) <.001 
 Other 1.54 (1.37-1.73) <.001 1.59 (1.27-1.98) <.001 1.52 (1.32-1.75) <.001 
A time-period*population-group variable refers to an interaction term between population group and calendar period (2010-2011 vs 




Table 3. Multivariate Analysis of the Prevalence of LHD in the Full Sample and Time Period 
 Variables                                                2010-2011                                        2012-2015 
  PR (95% Cl) P PR (95% Cl) P 
Target population 
    
 Native-born Spaniards 
1  1  
 Immigrants 1.14 (1.02-1.29) .025 1.28 (1.17-1.39) <.001 
Sex     
 Women 1  1  
 Men 1.01 (0.88-1.17) .855 1.05 (0.93-1.17) .427 
Age at enrollment, y  
    
 18-25 1  1  
 <26-45 1.30 (1.07-1.57) .007 1.25 (1.09-1.44) .001 
 <46-65 1.62 (1.31-2.00) <.001 1.70 (1.46-1.97) <.001 
 >65 2.32 (1.75-3.08 <.001 2.34 (1.86-2.94 <.001 
Education level     
 Middle school and below 1  1  
 High school and above 0.80 (0.72-0.90) <.001 0.85 (0.78-0.93) <.001 
Likely mode of transmission 
    
 Homosexual/bisexual contact 
1  1  
 Heterosexual contact 
1.46 (1.27-1.68) <.001 1.39 (1.26-1.54) <.001 
 Injection drug use 1.47 (1.21-1.78) <.001 1.21 (0.99-1.48) .066 
 Other 1.78 (1.47-2.16) <.001 1.44 (1.24-1.67) <.001 












More than half of European Union (EU) member states identify immigrant populations as 
disproportionately affected by HIV.1-4 Since the mid-1990s, Spain has reported a disproportionate number 
of HIV cases among immigrants as compared with native-born Spaniards.1-6 According to the first 
nationwide HIV data collection tool (Information System for New Diagnosis of HIV) implemented in 
Spain, of 3366 newly diagnosed cases (7.2 cases per 100,000) in 2014, 32% (1077.10 cases) were 
identified among immigrants.7 
Socioeconomic insecurity, legal status of immigrants, and the experience of stigmatization in the 
host country affect immigrants’ access to prevention programs, testing, and care services.2,8 This further 
creates inequalities in healthcare access among immigrants relative to the native-born population,9 and 
increases their vulnerability to HIV infection.4,5,8-13 Health policies14 and economic crises15-17 can also 
have a significant effect on overall population health. The impact of economic crises on vulnerable 
groups, such as immigrants, is also disproportionally severe.18  
In recent years, Spain has executed multiple austerity measures to cope with the effect of the 
2008 economic crisis. In 2012 the government enacted Royal Decree Law (RDL) 16/2012 and Royal 
Decree (RD) 1192/2012 that, together with other budget cuts, increased copayments for an already 
economically distressed population, denied the right to health care among the undocumented immigrant 
population,18-20 and altered the previously exercised universal healthcare system in Spain.18-21 This created 
more barriers that immigrants encountered while accessing necessary healthcare services and added to 
discrimination or stigma commonly experienced due to HIV-positive status in a host country.2  
HIV treatment disruption may cause health deterioration among immigrants and increase 
mortality and transmission of the virus.22 In this context, and in light of the paucity of data on HIV-
positive immigrants in Spain, the aim of this qualitative research was to determine the systemic barriers 









Twelve participants were recruited by a local nongovernmental organization (NGO) through 
phone or in-person contact during their routine visits to the office. The local NGO is dedicated to helping 
HIV-positive immigrants (eg, providing psychologic support as well as necessary nutritional food) and to 
guiding them through the process of accessing healthcare services in Valencia, Spain. To ensure 
participant anonymity, the name of the NGO is not listed. A social worker employed at the local NGO, 
otherwise not involved in the research, identified HIV-positive immigrants who routinely engaged with 
the organization and who met the criteria determined by the study. The social worker explained the 
purpose of the study to prospective participants. Refusal to participate in the study did not impact services 
provided to them by the NGO. Informed consent (available in English and Spanish) was obtained. 
Participants were included in the study if they met the following criteria: 1) adults 18 years or older; 2) 
HIV-positive; 3) had been living in Spain for 1 or more years; 4) spoke Spanish or English; and 5) had 
experience accessing necessary healthcare as HIV-positive adults. All interviewees were given €10 to 
participate in the research. The study was approved by the City University of New York Institutional 
Review Board. 
 
Interview procedure  
Semistructured interviews were conducted at the partner NGO site in summer 2019 to facilitate 
in-depth conversations with study participants around sensitive topics. This method allows for a deeper 
understanding of participants’ life experiences.23 Interviews were conducted in Spanish by the lead author. 
Participants agreed to the recording of the interview to ensure the accuracy and completeness of the data 
captured.  
 Semistructured interviews were designed to explore participant experiences in the following 2 
areas: 1) life as an HIV-positive person in terms of emotional or physical distress, and perceptions or 






were able to overcome them. The semistructured interview guide (see Appendix D.I) was designed in 
accordance with a conceptual framework by Lévesque et al24 that concentrated on different levels of 
healthcare access, including participants’ ability to identify healthcare needs, seek care, reach necessary 
services, obtain care, and receive adequate services. The Lévesque et al24 framework has been previously 
validated among immigrants in various European countries.25 Our interview guide also included questions 
exploring participant experiences when diagnosed as HIV-positive and the social effect it had on them. 
The final question in the guide addressed participants’ knowledge of 2012 RDL and RD and if/how these 
impacted them.  
 
Thematic analysis  
Before performing analysis, all interviews were transcribed and deidentified. Transcription of the 
interviews was done by a professional service. Both transcription and subsequent analysis were performed 
in Spanish. Only quotes used in this paper were translated by the lead author from Spanish into English. 
Quotes were corrected for grammar and restructured for clarity without altering the meaning of the 
original speech.  
Thematic analysis identified commonalties among the participants. Thematic analysis was chosen 
for this study as it allowed for the richness of capturing stories,26 as opposed to using a predetermined 
framework to analyze the data. The interviews were analyzed following Braun and Clarke’s26 guidelines 
for thematic analysis. Dedoose (version 8.3.16) was used to aid the analysis.  
 
Results 
Characteristics of the participants 
Data were considered sufficiently saturated after in-depth interviews with the 12 study 
participants. Table 1 shows the characteristics of the participants. Participants were from 6 different 
countries (Argentina, Chile, Cuba, Honduras, Peru, and Venezuela) and all spoke Spanish as a native 






distribution was approximately equal among women and men; 60% of the participants were between the 
ages of 31 and 50 years. Five participants were heterosexual, 5 were homosexual, and 2 identified no 
sexual preference. Half of the participants had lived with HIV from 6 to 25 years; 50% of participants had 
resided in Spain from 1 to 5 years and the rest for 6 or more years. Regarding immigration status, 60% of 
the participants arrived in Spain without documentation and 60% of participants were documented at the 
time of the interview. Half of the participants arrived for the first time in Spain alone. Reasons for 
immigration varied among the participants; most reasons related to financial or political hardship.  
Table 2 shows their brief immigration journeys. Table 3 summarizes participant experiences with 
being HIV-positive in Spain and in their countries of origin.  
 
Main themes identified  
Table 4 presents 4 themes identified during the interviews. All 4 themes address life experiences 
of the participants and the systemic barriers and/or enablers they encountered while initially trying to 
access healthcare services in Spain.  
 
A. Theme 1: Experienced distress after being diagnosed HIV-positive 
The majority of participants expressed difficulty with accepting becoming HIV-positive, with 
managing the health effects of having HIV or of its treatment, and with sharing the diagnosis with loved 
ones. For example, Patient 2 shared the following anecdote: 
Patient 2: “At the start I was very depressed. In my case I had a shock and it took me 15 years to talk about 
it, and I talked about it in AVACOS-H. It was incredible horror, panic, the world came down on me, I had 
adolescent children, and they were in the waiting room at the hospital. One of them heard the diagnosis 
and told the other. They found out like this, because if it was for me, I would just have carried this alone.” 
(AVACOS-H is a Valencian Association dedicated to HIV, AIDS, and hepatitis.)  
 
 Similarly, Patient 4 described experiencing distress due to the process of accepting the diagnosis 
and sharing it with loved ones. 
Patient 4: “My experience when I came here was very bad, emotionally. This man, at the NGO, who I think 
is a psychologist, talked to me a lot and helped me understand many things. He told me that I am not the 






how I was and what happened. Only my 3 daughters know about it. I did not want to know anything about 
anyone, because I had fear of restarting my life. I had a Spanish boyfriend and he did not know either.” 
 
In the same vein, Patient 5 described experiencing distress due to the process of assuming the 
diagnosis and sharing it with the family, and also dealing with the treatment side effects. 
Patient 5: “(…) They told me that I was HIV-positive and you can imagine what I was thinking, oh my God, 
my little children, my husband. They told me do not worry, that you can last for 10 years. Imagine it was 
2003, I had 7- or 8-year-old kids and another who was 12 or 13 years old. So little, and imagine they tell 
you this, that you can last 10 years, my head went crazy. In the end I started the treatment, but it gave me 
an incredible allergy. I could not wear clothes because everything was itching, another [medication] made 
me vomit, and I could not walk, but I was looking in the mirror and every time I was seeing myself marked 
by another treatment. Because all treatments were hurting me I stopped taking them and I spent one and a 
half years without any treatment before I came to Spain. The second treatment that they gave me here was 
effective (…) My friends did not know because there [referring to her country of origin] you could not say 
this. Sincerely I did not have any support.” 
 
 Similarly, other participants, such as Patient 7, expressed difficulties due to lack of treatment in 
their countries of origin, and had the following reaction after being diagnosed:  
“I will die. I thought that I will die.”  
 Another participant (Patient 10) expressed that it was necessary to be positive; however, it was 
hard to initially adjust to the knowledge of being HIV-positive. 
Patient10: “If you are positive, it will give you a lot of fear; you are scared to enter this world, because it 
is not easy. You go to bed thinking that you have the disease and you wake up knowing you have the disease 
and it is hard. In the beginning it is hard to overcome this thinking, it is hard to overcome, but when you 
accept it then you know that you will live with this until the end of your days.” 
 
 A few participants did not express having strong emotional distress due to being diagnosed with 
HIV. They took care of themselves (received treatment, lived a healthy lifestyle); however, they 
nonetheless avoided sharing information with others.  
Patient 1: “When I found out about it, I knew I had to live a bit differently, and did not get upset. So, I was 
taking care of myself. Especially when I was not taking any medication, so I ate well and slept well. Because 
I did not have a medication, I was limiting my life a bit. I do not feel like I have HIV. I go on as if nothing 
happened to me.” 
 
 Few participants expressed no or limited emotional distress while dealing with their diagnoses or 
life as HIV-positive persons, contrary to the majority of immigrants who were interviewed. For example, 






Patient 3: “(…) I got it and that is it, it is something that you do not choose (…) you have to accept it. I 
think I accepted it quite well. However, it was still a process of adaptation (…) I know that I have it, but it 
is controlled (…) sometimes I do not believe that I have it. I know that it is there and I take care of myself, 
I take my medication (…)” 
 
 Another participant (Patient 6) explained that, although it was hard to adapt to the idea of being 
HIV-positive, the support of her partner made it manageable for her.  
Patient 6: “For me it was hard, it is a hard situation. Knowing that you are limited in many things (…) but 
I was lucky to have a partner, we were together, we were in the same situation (…) I cannot imagine people 
who are alone, people who do not have support of a partner or family members or of a friend or similar, 




B. Theme 2: Perceived or experienced discrimination due to being HIV-positive in Spain 
The majority of participants experienced discrimination or expressed fear of possible 
discrimination due to their HIV status. For example, Patient 12 said the following: 
Patient 12: “We went to a pool in a village and the owner told his subordinates not to let us in the pool 
because we will contaminate everyone with AIDS. In the hospital as well. I was in the observation room 
and I asked someone for water. He was slow to bring it and I heard them talking. I heard one worker telling 
another that he should be careful with me because I have HIV. I got angry and I told them, “I will not 
contaminate your fellow worker if he brings me a glass of water.” 
 
Patient 11 also noted how she was treated differently due to prejudice or lack of knowledge about 
HIV and how it could be transmitted.  
Patient 11: “I lived with my niece who was living with her aunt. This woman knew of my health condition 
but her children did not. Once I was cooking a stew and I took a spoon to try it and she [referring to the 
aunt] thought I was planning to put it directly to my mouth. She told me “put it in your hand.” I told her, 
“I was planning to do that.” I saw where this was going. She was asking, “How are you?” “You have to 
be careful with these things.” Of course, I was very careful, including after I showered. I leave the bathroom 
as if no one has entered it.”  
 
 Some participants described having fear of discrimination in different situations in their lives in 
Spain. 
Patient 10: “It is a country with people of different ages, and you cannot compare a person who is 80 or 70 
years old with one who is 20 years old. Older people bring a lot of stigma and taboos to many situations. 
It does not matter how much you say that Spain is free and is diverse and there are a lot of liberties, the 
society here is still trying to accept things.” 
 
Patient 10 also talked about perceived fear of being denied employment or being fired because of 






Patient 10: “One also has fear in an environment of employment when you think “They will do a test for 
HIV and it will come out positive, and they will fire me, they will not want me, they will reject me.” 
 
 Similarly, Patient 2 described her actual experience when trying to get a job. 
Patient 2: “Recently, in some jobs they no longer discriminate because of age and HIV status, because in 
some other jobs they continue to reject you for other reasons, but in reality, because they do analysis and 
HIV status comes out positive. Because they want to be sure that people will not miss work, contracts are 
short, they want to get rid of a lot of problems. They think that people who have HIV will be constantly in 
the hospital.” 
 
 On the other hand, Patient 8 described a violation of her right to doctor-patient privacy because 
she had HIV.  
Patient 8: “My partner did not know it [referring to her HIV status], and when I told my doctor, I felt 
liberated. This doctor made me feel safe, but when I left the room and my partner entered, he told him 
“How is it going with your partner, so many years as a HIV patient?” When he came out of the room, he 
gave me a look. I wanted to report him [referring to the doctor] because it should not be like this, because 
supposedly I am signing a document that says that whatever I tell my doctor is confidential.”  
 
 Few participants expressed limited or no experience of discrimination or perceived discrimination 
due to being HIV-positive, however their responses were nonetheless telling of the broader social 
conditions around HIV. For example, Patient 1 shared the following: 
Patient 1: “Because I never shared and I never talked about it, I never had this experience.” 
 
C. Theme 3: Barriers encountered when initially trying to access free healthcare services in Spain 
 The majority of participants who had negative or somewhat negative experiences while trying to 
access free healthcare services mentioned encountering systemic barriers; specifically, not being able to 
receive a public health insurance card. Patient 3 discussed problems with meeting the requirement of 
being registered in an Autonomous Community (AC) for the minimum months required in order to apply 
for a public health insurance card. 
Patient 3. “Applying for a public health insurance card was a problem at the start, because I arrived in 
Spain and here it is fundamentally important to be registered in an AC. I spent 4 months without meeting 
someone who would register me in the AC. I was paying rent but no one ever registered me there. I got 
registered in my fourth month in the AC.” 
 
Similarly, Patient 11 described problems with meeting the requirement of being registered in an 






Patient 11: “Everything had to be done one after another. Analysis, applying for a public health insurance 
card especially, because I was not previously registered 3 months in the AC as they required. I did not have 
that yet. They asked me for the proof of registration in the AC and I just gave an address of the place I 
arrived to.” 
 
Another participant (Patient 6) had difficulty getting an appointment with the social worker at the 
hospital to apply for the public health insurance card. According to the participant, he thought the social 
worker could grant a public health insurance card, as advised by a friend.  
Patient 6: “The admission and information desks at the hospitals need a reason why you want an 
appointment with the social worker. They were telling us different reasons why they could not give us an 
appointment with the social worker. They told us that in order to get such an appointment we already 
needed to have a public health insurance card. We explained that we did not have the card and that is why 
we wanted an appointment, but they told us that the social worker was not for that. We went there because 
our friend received the card this way, but in another institution or health center.” 
 
When the interviewee was asked if the admission or information staff at the hospital explained 
where they should have gone to apply for the card, Patient 6 answered “No, they never told us.” 
Few participants expressed limited to no barriers while trying to access healthcare services in 
Spain. For example, Patient 2 shared the following: 
Patient 2: “(…) I was talking to the people with the truth, I was telling them, “listen, we are trying to have 
a normal life in Spain, have all of our documents in order, we do not want anyone to give us gifts”, but it 
could have been because I am HIV-positive they were immediately giving me an pubic health insurance 
card with validity of 3 months, 6 months, depending on the regional government (…)” 
 
Patient 6 also expressed experiencing no barrier in receiving a public insurance card necessary to 
access free healthcare services in Spain. 
Patient 6: “Here in Spain, I was given one paper that allows me to live in Spain so I did not have any 




D. Theme 4: Possible reasons of positive experience when initially trying to access free healthcare 
services in Spain 
This theme expresses the notion of a “guiding source” who possibly influenced participants’ 
positive experiences when initially trying to navigate the public health system in Spain. The majority of 
the participants mentioned guidance from a local NGO who showed them pathways to receiving free 






friend. Patient 11 described her experience of trying to receive treatment for HIV in Spain through the 
help of a local NGO, as follows: 
Patient 11: “I came here with enough medication for one month. When it was gone, I thought, “What do I 
do now?” I searched on the Internet and I said, “There should be some organization here dedicated to 
HIV-positive people that can help me in this situation.” I found AVACOS-H. I called them and they 
answered and asked me, “Can you come in now?” Of course, I went because I had been without medication 
for two weeks. When I explained my situation and how I was, Diana helped me a lot. She immediately talked 
with a doctor for me.”  
 
 Similarly, Patient 10 described how everything was organized for him by a local NGO as follows: 
Patient 10: “The Red Cross guided me to receive a public health insurance card: right away they helped 
me talk with a doctor who gave a referral, after which I went to ambulatory care and talked with a social 
worker to whom I explained my health needs and that I needed treatment. Right away I was given a health 
insurance card and a doctor gave me the treatment I needed.” 
 
Several participants shared how friends guided them through the process and helped navigate the 
system. For example, Patient 1 expresses how a friend, who immigrated to Spain before him, explained to 
him where to go and what to do. 
Patient 1: “I came here with help from my friend from Cuba. He came here two months before I did. Thus, 
he already navigated all these formalities and he explained to me what I had to do. I went to the medical 
center. But I was not registered in the AC. I explained that I was HIV-positive and that I had to take a 
medication. I talked with a social worker and she processed everything for me.” 
 
 In the same vein, P12 noted the following: 
Patient 12: “A man that I was married to was coming to Valencia (…) When he arrived, he told me “do not 
pay anything.” I received a bill at the hotel where I was staying. He told me, “Do not pay anything and this 
will be resolved.” I went back with him [to the hospital] and that is when I started doing all the paperwork 
and public health insurance card...” 
  
Similarly, Patient 9 talked about how a friend helped her complete the requirements to receive a 
public health insurance card and guidance received from a local NGO to pursue other possible help. 
Patient 9: “Yes, the woman in the apartment where I was living helped me get proof of registration at this 
address. AVACOS-H also helped to see if I could receive financial assistance.” 
 
 All participants shared having some level of guidance from a third party (such as an NGO, 








Possible influence of other variables on the positive experience  
The study also looked at the possible connection of the documentation status of the participants 
and/or of the type of guidance received, on positive or negative experience when applying for a public 
health insurance card. All participants who arrived in Spain with legal documents (5 of 12) or as an 
asylum seeker (2 of 12) had a positive experience when applying for a public health insurance card. Four 
out of these 7 participants received guidance from an NGO through the process, 2 were assisted by 
friends, and 1 was aided by a hospital staff member.  
Of the 5 participants who arrived in Spain undocumented, 3 had negative or somewhat negative 
experiences while applying for their public health insurance cards. Two undocumented participants had a 
positive experience. Of these 2 latter participants, 1 was guided through the process by an NGO and 
another was guided by a friend who initially was also assisted by an NGO. Of the 3 participants who had 
negative or somewhat negative experiences, 2 had minimal guidance from a friend and resolved the 
obstacles by themselves. The third undocumented immigrant had to access emergency care due to an 
accident for which she was billed. After receiving the bill, she was advised by a family member not to pay 
the bill. This participant already had legal immigrant status in Spain when she needed healthcare services 
for the first time.  
 
Discussion 
The number of immigrants in Spain has increased greatly over the past decade. In 1998, 
immigrants were only 1.6% of the total population; by 2019, the percentage had increased to 10.7%.27 It is 
commonly observed that immigrants arrive healthy in the country (healthy immigrant effect)28,29; 
however, with the passage of time, their health worsens due to various socioeconomic factors and to the 
risk of being excluded from free public health services.30,31 Few studies have examined the process of 
access to healthcare services among HIV-positive immigrants in Spain.32 To our knowledge, this is one of 
the first studies to examine the experiences of this vulnerable population in Spain, especially after the 






highlighting the personal and systemic struggles faced by HIV-positive immigrants in Spain, in both 
health care and other arenas.  
We found that all participants who encountered barriers while applying for a public health 
insurance card mentioned not having proof of registration in an AC (with or without the required 
minimum time period of residence) as an obstacle (Theme 3). Participants who had a somewhat positive 
experience of applying for a public health insurance card were guided by a social worker, a friend, or 
family member or an NGO/association (Theme 4). Participants who had somewhat negative experiences 
while applying for a public health insurance card reported less guidance from another person or 
organization. Sixty percent (7 of 12) of the participants did not appear to have knowledge of the 2012 
health reform in Spain and thus did not express its effect on their lives. Only 1 participant was fully aware 
of the health reform.  
Results are consistent with other studies that identified difficulties individuals had meeting legal 
requirements to use free healthcare services, including acquiring a public health insurance card, which 
were barriers to access to care in Spain. Being an undocumented immigrant has also been identified as a 
risk factor for facing more barriers while accessing healthcare services.33,34 The 2012 RDL and RD 
abolished previously practiced universal healthcare access in Spain,35 and the requirement of being 
registered in an AC was a barrier stemming from the new law. Therefore, regardless of whether 
participants were aware of the 2012 RDL and RD, the commonly cited systemic barrier to accessing a 
public health insurance card was the direct effect of 2012 RDL and RD.  
This study highlights the importance of the existence of NGOs and social networks in facilitating 
HIV-positive immigrants’ access to free healthcare services. Even when individuals are not directly 
engaged with an NGO, it can still be the source of informational or instrumental support for family and 
friends who try to help. NGOs appear to be an important safety net system in Spain and appear to buffer 
against restrictions that Spanish laws imposed on healthcare access among undocumented immigrants. 
We have found previously that regional implementation of the national laws varied greatly, with some 






these provisions was often difficult for individuals (Unpublished data). Previous studies have also shown 
that third-party guidance is a positive facilitator for entry into the healthcare system in Spain.34,36 Various 
NGOs and medical communities in Spain have been actively involved in advocating for the rights of 
immigrants to health care, especially after the implementation of 2012 RDL and RD.35 Some of these 
organizations have also been providing administrative support or healthcare assistance to immigrants who 
were initially denied care.36 Furthermore, having a robust civil society may be crucial for mobilizing 
advocacy and policy action in the face of political ideology that is not public health-friendly in many 
ACs; political ideology can often influence how each AC implements national laws on healthcare 
access.37  
Experiences (or fear) of discrimination, stigma, and intolerance have been previously reported by 
HIV-positive immigrants in Spain and other European countries,25,34 as has the burden and struggle of 
their health status.25 This highlights the importance of disseminating information on available support 
services (hospitals, health centers, pharmacies, other community organizations) and providing proper 
education and adequate support to all HIV-positive immigrants, especially because many immigrants 
come from countries with stigma and intolerance regarding HIV. The need for comprehensive systems 
intervention to address the multifaceted challenges faced by HIV-positive immigrants in Spain is further 
reinforced by findings from this study. 
We recognize some limitations of our study. First, our sampling from a single site may limit the 
generalizability of the results. However, findings are consistent with the results and recommendations of 
previous studies on the topic of interest.25,33-36 Second, this study has a small sample size, which may limit 
variations in the explored topic.38 However, data reached saturation with 12 participants in our study, 
suggesting that the sample was sufficient for the issues investigated and in the particular study setting. A 
smaller number of participants also allowed in-depth case-oriented analysis of each interview which is a 
strength in qualitative research.38 Another limitation is the possible impact of the face-to-face interview 
process on underreporting of participants’ experiences as HIV-positive persons living in Spain. However, 






the interviewees in which to freely tell their stories. Finally, although questions for the interviews were 
designed specifically for this study, it is possible that a different set of questions could have given 
different results. However, the interviews were semistructured, which allowed interviewees to deviate 
from the questions. This allowed exploration of participants’ lives as HIV-positive immigrants in Spain 
that was not initially included in the semistructured interview guide.  
This study is a contribution to the limited literature describing the personal journeys of HIV-
positive immigrants and their experiences accessing healthcare services in Spain, especially after the 
passage of 2012 RDL and RD. Immigrants represent a growing population in Spain, and all of Europe, 
and greater public health attention to the needs of such vulnerable populations is urgently needed. The 
results of this study demonstrate the important role of NGOs in helping HIV-positive immigrants navigate 
the system. Future follow-up research is needed to design and implement effective models of improving 
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Part-time employment 1 





In a relationship 2 





Probable transmission mode 
Heterosexual contact 5 
Homosexual contact 5 
Unknown 2 












Table 2. Immigration Details of the Participants 






Documentation status when arrived   
Documented 5 
Undocumented 5 
Asylum seeker 2 
Documentation status now   
Documented 7 
Undocumented 3 
Asylum seeker 2 
Immigrated to Spain alone   
Yes 6 
No 6 




Reason(s) of immigration   
Financial situation of country of origin 3 
Political situation of country of origin 3 
Health reasons 1 
Political situation and health reasons 1 
Other (Spanish partner, threat to life in the country of 
origin, financially supporting child already living in 





















Table 3. Participants’ Experiences Being HIV-Positive  
Family/friend support on the matter of HIV   
Full support (family and friends) 2 
Family support 1 
Friend support 2 
Some support (some family and/or some friends) 6 
No support 1 
Experience/perception of country of origin context for HIV 
Lack of medication 5 
Discrimination (including fear of discrimination) 2 
Stigma and prejudice (including lack of information) 4 
No experience in country of origin 1 
Received initial guidance on how to access necessary healthcare services in Spain 
NGO guidance (including associations)  6 
Hospital staff (social worker) 1 
Friend guidance (friend, family member) 5 
Experience of applying for insurance card in Spain   
Positive 9 
Negative 3 
Perceived reasons for negative experience while trying to access healthcare services or after receiving care 
Hospital staff (not entitled to health insurance card) 1 
Not entitled by the law (3-month registration requirement not met) 2 
Not explained the system in advance (received a bill) 1 
N/A (participants who did not identify negative experience) 8 
Perceived experience while trying to access other health services/follow-ups   
Positive 9 
Negative 1 
Unknown or not applicable  2 
Emotional experience of living with HIV   
Distress 4 
Distress in the initial stages 5 
No negative thoughts expressed 3 
Experience of discrimination in country of origin   
Fear of discrimination 5 
Experienced discrimination 2 
No experience of discrimination  1 
Other (unknown or not applicable) 4 
Experience of discrimination in Spain   
Fear of discrimination 2 
Experienced discrimination 2 
No experience of discrimination  3 
Other (felt differential treatment, unknown, unclear) 5 
Knowledge/experience of 2012 RDL and RD  
Aware and did not change anything 1 
Somewhat aware and did not change anything 3 
Not aware and was not in the country 4 
Not aware and was in the country 1 
Not aware and unclear if he/she was in the country 3 
































Table 4. Themes Identified through the Interviews  
Theme Brief Description 
Experienced distress after being diagnosed HIV-
positive 
 
Participants experienced emotional or physical 
distress and/or struggled to adapt to living as an 
HIV-positive person during initial period of 
diagnosis, throughout life, or described no 
negative time in their lives as it pertains to the 
adjustment to being HIV-positive.  
Perceived and experienced discrimination due to 
being HIV-positive while in Spain 
Participants had perceived fear of discrimination, 
experienced discrimination, experienced 
differential treatment, ignorance about HIV, as 
well as described not having any discriminative 
incidents as an HIV-positive person. 
Barriers encountered when initially trying to 
access free healthcare services in Spain 
Participants experienced systematic barriers (not 
being eligible to receive public health insurance 
card) and administrative barriers (front office staff 
at the hospitals) while trying to access free 
healthcare services in Spain. 
Possible reasons of positive experience when 
initially trying to access free healthcare services in 
Spain 
Participants identified sources who gave them 
initial guidance on the process of receiving free 
healthcare services and were perceived by the 
interviewer as a possible reason of overall positive 
experience. Specifically, guidance from an NGO, 
from a friend, hospital staff, or personal effort. 











All three aims of this mixed-methods dissertation were developed to study policy implementation 
and the impact of 2012 health reform (2012 Royal Decree Law [RDL] and Royal Decree [RD]) that 
abolished previously practiced universal healthcare coverage in Spain, denying access to free care to 
undocumented immigrants and to persons over age 26 who had never been employed previously.1 
Findings from this dissertation, presented in Chapters 2 through 4, provided qualitative and quantitative 
evidence that HIV-positive immigrants encountered systematic barriers while trying to access free 
healthcare services in Spain, especially after the promulgation of 2012 RDL and RD.  The qualitative 
portion elucidated the systematic barriers by providing narratives from HIV-positive immigrants living in 
Spain, further supported by legal limitations demonstrated in policy implementation analysis of 2012 
RDL and RD and consecutive regional policies in the 7 Autonomous Communities (ACs) of Spain. In 
addition, the epidemiologic analysis portion of the dissertation showed an increase in the percentage and 
disproportional presence of late HIV diagnoses (LHD) among immigrants compared with native-born 
Spaniards, after implementation of 2012 RDL and RD.  
The main findings of this dissertation can be separated into 3 parts: 1) Access to free healthcare 
services granted to undocumented immigrants in 7 ACs were uneven and the primary constraining factor 
was the minimum time of residence requirement in the respective AC (discussed in chapter 2); 2) LHD 
was disproportionally present among HIV-positive immigrants compared with native-born Spaniards 
from 2010 to 2015 (discussed in chapter 3); and 3). HIV-positive immigrants encountered systematic 
barriers while accessing free healthcare services in Spain, predominantly due to their inability to comply 









Uneven access granted to undocumented immigrants in the 7 ACs 
 
We found that, among the 7 ACs studied, Andalucía provided the highest access to free 
healthcare services (general and HIV care) to all undocumented immigrants during the entire period of the 
study timeframe, without any requirement for identification or proof of residency. Basque Country is 
considered to have medium-high access, with full coverage for all undocumented immigrants for 76% to 
90% of the study timeframe. Aragón, Madrid, and Valencia provided medium access, with full coverage 
to all undocumented immigrants for 51% to 75% of the study timeframe. Barriers to care (free general 
and HIV care) in these ACs were less severe, with a requirement for identification and less than 3 months 
of residency in the AC during the majority of the study timeframe. Madrid provided high access to HIV 
care to all undocumented immigrants granted according to the first regional instruction issued after 2012 
RDL and RD. Castilla-La Mancha provided medium-low access to undocumented immigrants, with full 
coverage provided to all undocumented immigrants for 50% of the study timeframe. Finally, Galicia 
provided the lowest access, as access to free general healthcare services was provided only to a limited set 
of undocumented immigrants (eg, pregnant women, minors, asylum seekers, and human trafficking 
victims) during the entire study timeframe (not including the time between enactment of 2012 RDL and 
the first regional instruction). At the same time, Galicia provided medium-high access to all HIV-positive 
undocumented immigrants due to separate instructions issued by the regional government regarding free 
care for persons with infectious diseases.  
Aragón and Galicia created governmental instructions specifically for providing free healthcare 
services to patients with diseases under epidemiologic surveillance (including HIV care). Castilla-La 
Mancha, Basque Country, and Madrid either mentioned access to free services for undocumented 
immigrants with contagious diseases or provided alternative pathways to care. Although infectious 
diseases were not specifically mentioned in the governmental instructions, it was assumed that such 
access was provided in Andalucía and Valencia free of charge when full coverage was granted to 







Disproportional presence of LHD among HIV-positive immigrants compared with native-born Spaniards 
from 2010 to 2015 
We found that the prevalence of LHD in the total sample was 39.5%. Compared with native-born 
Spaniards (n=4445), immigrants (n=1488) were more likely to experience LHD (37.4% vs 45.7%, 
respectively; P <.001). Multivariate analysis showed that the adjusted prevalence ratio (APR) of LHD 
among immigrants compared with native-born Spaniards was 1.15 (95% CI, 1.02-1.28), after controlling 
for covariates. This disparity widened from 2010-2011 (APR=1.14; 95% CI, 1.02-1.29) to 2012-2015 
(APR=1.28; CI, 1.17-1.39), although the increase was not statistically significant. We conclude that 
despite this lack of statistical significance, persistently higher prevalence of LHD among immigrants 
highlights a critical vulnerability in the healthcare needs of this population.  
 
Systematic barriers encountered by HIV-positive immigrants while accessing free healthcare services in 
Spain 
We found that all participants who described encountering a barrier while applying for a public 
health insurance card mentioned not having proof of registration in an AC (with or without the required 
minimum time period of residence). Participants who had somewhat positive experiences applying for a 
public health insurance card were guided throughout the process by a social worker, a friend/family 
member, or by a nongovernmental organization (NGO)/association. Participants who had somewhat 
negative experiences in applying for a public health insurance card described receiving little-to-no 
guidance from a third person or an organization. Of the undocumented immigrants participating in this 
study who had somewhat positive experiences (2 of 5), each had a third party guide them through the 
process. Few participants had knowledge of the 2012 health reform in Spain, and neither expressed its 
effect on their lives; however, it is probable that having documentation (legal immigration status) or 
guidance to navigate the system from a third party served as a protective factor in overcoming the barriers 









There were some limitations that were inherent in all 3 research studies. The first limitation 
related to the sample sizes of the studies. Specifically, we included only 7 of 17 ACs in the policy 
implementation analysis study (Chapter 2), 13 of 17 ACs were part of the epidemiologic study (Chapter 
3), and 12 participants were interviewed for the qualitative study (Chapter 4); thus, the results may not be 
generalizable across Spain. However, the policy implementation analysis study (Chapter 2) consisted of 
three (Andalucía, Madrid, and Valencia) of the 4 largest ACs by population size.2 In addition, 6 of the 7 
ACs (Madrid, Andalucía, Valencia, Aragón, Basque Country, Galicia) were among the 10 ACs of Spain 
with the largest immigrant populations.2 According to recent statistics, approximately 52% (173,909) of 
the newly arrived immigrants in Spain (333,777) settled in the 7 ACs selected for this study.2 The 
qualitative study (Chapter 4) has a small sample size, which may limit variations in the explored topic; 
however, data achieved saturation at 12 participants for the purpose of the research. The epidemiologic 
study (Chapter 3) was conducted using the largest secondary database available in Spain; the overall 
prevalence of LHD was comparable with LHD statistics collected by the national epidemiologic 
surveillance on HIV/AIDS in Spain during the same timeframe.3-8 
Second, the single route chosen to recruit participants may also be a limitation. Specifically, 
participants for the qualitative study (Chapter 4) were recruited with help of 1 NGO in 1 AC, policy 
interviews (Chapter 2) were done only with 9 representatives from the respective ACs selected by two of 
the researchers of the study, and epidemiologic data (Chapter 3) were collected only from tertiary 
hospitals; thus, the results may be affected by selection bias. However, the participants interviewed for the 
qualitative study (Chapter 4) were from 6 different countries and arrived in Spain during various time 
periods, as well as in different ACs; therefore, their experiences with accessing healthcare services are 
diverse. Participants selected for the policy implementation study (Chapter 2) represented NGOs as well 
as governmental organizations, thus providing input from diverse points of view and backgrounds. In 
addition, the researcher responsible for the recruitment of the interviewees from the governmental 






Spain, and currently is responsible for National HIV/AIDs Plan development. In the epidemiologic study 
(Chapter 3), even though data were collected from only tertiary hospitals, the overall prevalence of LHD 
was comparable with the data collected by the national epidemiologic surveillance on HIV/AIDS.3-8 
Third, in the qualitative study (Chapter 4) and interview portion of the policy implementation 
study (Chapter 2), participants may have under-reported their opinions and aspects of their experiences. 
However, the interviewer came from a social work background and created a safe and motivating 
environment for the interviewees to tell their stories freely and share their opinions about the policy 
implementation process and impact of 2012 RDL and RD.  
 
 
Policy Implications  
 Spain has a long and rich history of immigration. Spain has been considered as pathway to 
Europe, especially for immigrants coming from the north of Africa and the Middle East, due to their close 
proximity.9 In 2011, 457,649 documented and undocumented immigrants arrived in Spain.10 Since the 
economic crisis of 2008, the total number of immigrants coming to Spain has decreased; however, a large 
number of undocumented immigrants still arrive in Spain. The total number of undocumented immigrants 
who entered Spain only by boat decreased from 13,424 in 2008 to 5441 in 2010, and to 3804 in 2012, and 
then increased to 7485 in 2014.11,12  
Due to the overall increase in the number of undocumented immigrants, it is necessary to study 
the capacity of many developed countries to provide health care to vulnerable groups, including Spain.9 
Several factors make undocumented immigrants particularly vulnerable to health risks. 1) Health issues 
developed due to lack of access to healthcare services and vaccinations in their countries of origin; and 2) 
conditions of the journey to the host country impacting the psychologic and physical health of 
undocumented immigrants.9 Furthermore, in the host country, undocumented immigrants have been 
denied access to health care due to lack of legal awareness in their communities, provider ignorance of 
laws regarding their protection, and unwillingness to treat among medical professionals due to deep-






to Spain,9,11,12 the lack of empiric literature on access to health care for immigrants living in Spain,15 and 
the recent enactment of restrictive laws and regulations in Spain,1 it is even more important to enrich 
research in the field to inform policy makers. The policy challenge of attending to the health needs of 
vulnerable populations such as immigrants is particularly relevant as a result of the 2019 coronavirus 
crisis and the associated economic fallout, which may put further strain on the welfare state including 
healthcare.   
The findings from this dissertation may have such policy implications. First, all 3 research aims 
studied the possible impact of restrictions imposed by 2012 RDL and RD on immigrants, which is crucial 
to inform policy makers who can appropriately allocate resources for at-risk populations in the future. 
Specifically, the policy implementation study (Chapter 2) showed that undocumented immigrants were 
granted substantially limited access to free healthcare services after implementation of 2012 RDL and 
RD, thus posing risk to their health as well as the health of the overall population in Spain, particularly 
with regard to the prevention and containment of communicable diseases. The change also violated the 
fundamental human right to health, which contravened the Spanish Constitution. The study also showed 
differential treatment of undocumented immigrants across 7 ACs, stipulating uneven access to healthcare 
services. This will inform policy makers that currently enacted national or regional laws limit the access 
of vulnerable groups to much needed free healthcare services. Policies should be developed in the future 
to address this problem. In addition, the qualitative study (Chapter 4) specifically identified the primary 
systematic barrier encountered by HIV-positive immigrants while accessing free healthcare services: the 
minimum residency requirement in the AC, set by healthcare reform and consequent regional policies. 
This finding specifically indicates where the policy change has to be made. On the other hand, the 
epidemiologic study (Chapter 3) demonstrated the disproportional LHD among immigrants compared 
with native-born Spaniards, indicating a possible need for more community outreach programs and 
nationwide interventions to educate vulnerable groups on HIV testing and subsequent care. Ultimately, 
this research has the potential to address systematic barriers encountered by immigrant populations while 







 There are opportunities for future research to build upon this dissertation. In addition to the main 
objective, the policy implementation study (Chapter 2) also provided insights into the implementation 
processes employed by the 7 ACs. Findings indicated structural challenge in the rollout of healthcare 
policies in Spain and calls into question whether the access granted to undocumented immigrants on 
paper actually translated into practice at the clinic level. As this was a secondary aim of the policy 
implementation paper (Chapter 2), we did not review further documents or examine implementation 
fidelity at the local level. Further research will be needed to examine policy implementation at a more 
granular level to guarantee that enacted policies are actually practiced.  
Findings of the qualitative paper (Chapter 4) demonstrated the need for more research on the 
importance of the presence of a guiding entity when HIV-positive immigrants first arrive in the host 
country and try to navigate a health care system. To the knowledge of the authors, no study has been done 
to investigate the effectiveness of third-party guidance for newly arrived immigrants to navigate public 
services in Spain.  
The epidemiologic study (Chapter 3) found a disproportional presence of LHD among 
immigrants compared with native-born Spaniards. The restrictions imposed by 2012 RDL and RD and 
subsequent regional health policies imposed important barriers to free healthcare access on undocumented 
immigrants in Spain. Delaying access to health services may be particularly hazardous for undocumented 
HIV-positive immigrants. This warrants further research because we did not have the ability to analyze 
the data based on the legal status of immigrants. Availability of evidence-based research is crucial to 




 This dissertation provides support for systematic barriers associated with impact of restrictive 






identified possible positive association of third-party guidance with successful navigation of the Spanish 
healthcare system by vulnerable groups that has not been documented previously. The results 
demonstrated that there were several structural barriers hindering the utilization of healthcare by 
undocumented immigrants, regardless of the efforts taken by regional governments to grant such access. 
The experiences shared by the HIV-positive immigrants in the interviews and the disproportional impact 
on LHD on immigrants compared with native-born Spaniards further support the need to develop and 
implement more comprehensive healthcare policies for all immigrants in Spain. This dissertation will 
inform policy makers of the gaps that need to be addressed and strategies for how civil society can be 
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APPENDIX A: CHAPTER 1 METHODOLOGIC NOTES 
 
Appendix A.I: Three Main Changes Under the 2012 RDL and RD 
1. Redefining of Services Into Two Portfolios 2. Types of Beneficiaries 3. User Contributions (Fees) 
1.1. “Common” portfolio: 
 
The basic common basket which includes “all prevention, diagnosis, 
treatment and rehabilitation activities that take place in healthcare 
centers or social healthcare centers, as well as urgent patient 
transport.” This basket is entirely covered by public financing. 
 
Supplementary common basket, which includes “benefits that are 
provided by means of ambulatory dispensation and are subject to 
user contribution (pharmaceutical benefits, orthoprosthetic benefits, 
dietetic products, and nonurgent patient transport).” Please see 
specific user contribution fees in column 3 of this table.  
 
Accessory service common basket, which includes “all activities, 
services and techniques that are not considered essential although may 
contribute or support the improvement in chronic pathologies.” 
Provided services under the basket are subject to user 
contribution and/or reimbursement. The cost of the accessory 
services is billed by the providers to the regional health services. Final 
Invoice and copayment amount are determined according to assigned 
financial limits (please see column 3 of this table) for an individual 
case and is approved by MSSSI.  
 
1.2. “Complementary” portfolio: 
 
Additional service baskets created by the ACs. The developed baskets 
should include at least a basic common basket in its basic, 
supplementary and accessory modes. Designed additional service 
baskets are covered by regional funds. 
2.1. “Insured”: 
 
A. The part of the population who have paid in 
some amount of social security, and thus have 
either been employed (including self-employed) 
or receive regular benefits from the Social 
Security system;  
 
B. Persons who are Spanish nationals residing 
in Spain, are nationals of the EU or EEA and are 
registered in the Central Registry of Foreign 
Nationals, or are nationals of a third country 
who lawfully reside in Spain, provided they are 
not covered by their country of origin and their 
current annual income is not higher than 
€100,000.  
 
2.2.  Beneficiaries of an “insured” person: 
 
Spouses, former spouses (in case of continued 
dependency), children, and siblings, provided 
that they are under age 26 (or over age 26 in 
cases of disability with a disability rating of 
65% or higher), and minors who are under 
guardianship of the spouse or of other insured 
person. 
 
 2.3. Persons who do not fall into any of these 
categories are allowed to purchase healthcare 
benefits in the amount of predefined fee under 
a special agreement. 
3.1. Long-term unemployed and 
noncontributory pensioners – 0%. 
 
3.2. Workers with an income: 
 
 A. Less than €18,000/year – 40%;  
 B. More than €18,000/year – 50%;  
 C. More than €100,000/year – 60%. 
 
3.3. Pensioners with an income: 
 
 A. Less than €18,000/year – 10% (€8 
maximum/month);  
 B. More than €18,000/year – 10% 
(€18 maximum/month);  
 C. More than €100,000/year – 60% 
(€60 maximum/month). 
Data from  Ministry of Health, Social Services and Equality. National Health System of Spain Annual Report 2012.  
AC, autonomous community; EU, European Union; EEA,  European Economic Area; MSSSI,  Ministry of Health, 






APPENDIX B: CHAPTER 2 METHODOLOGIC NOTES 
 




Please indicate your full name:  
Sex:  
Your current professional position:  
Number of years in current position: 
Which Autonomous Community (AC) do you represent:  
Please indicate if you have only worked on HIV policy development or in other policy areas as well? If 
yes, please specify what other type of policy areas have you worked in? 
 
PART 1: 16/2012 RDL and 1192/2012 RD 
 
1. Adoption of 16/2012 RDL and 1192/2012 RD (before the 18th December 2013 change resulting 
from the “Healthcare Interventions in Situations of Public Health Risk””): 
 
1.1 How were 16/2012 RDL and 1192/2012 RD adopted in your autonomous community in relation to 
healthcare services for HIV infection in undocumented immigrants?  
 
• Adopted exactly as proposed by the central government.  
Specifically, regardless of HIV status: healthcare was not free for undocumented 
immigrants and persons over 26 years who have never been employed aside from 
minors under 18 years, pregnant women, and those suffering medical emergencies. 
Copayment was required based on income. 
 
• Adopted with adjustments. 
Specifically, HIV-positive undocumented immigrants were still able to access for 
free ALL or SOME healthcare services despite their legal status or income.  
 
Please specify which HIV healthcare services were provided free of charge and 
upload relevant document(s).  
 
• Please expand if neither of provided options fit.  
 
Request relevant governmental document(s) in cases where adjustments were 
made.  
 
1.2 Which key personnel – both within and outside the administration – took an initiative to develop a 
modification to the policy specifically targeting HIV-positive undocumented immigrants and what 
were their roles.  
 
Please indicate the job title of the key personnel and the role they played in developing the policy.  
 
2. Implementation of 16/2012 RDL and 1192/2012 RD (before the 18th December 2013 change 
resulting from the “Healthcare Interventions in Situations of Public Health Risk”): 
 







• Hard copy of 16/2012 RDL and 1192/2012 RD (together with amendments made by 
an AC, if applicable) or email with the same information was delivered to all 
healthcare providers. 
• Main changes were summarized and delivered to all healthcare providers by mail or 
email. 
• Other; please specify. 
 
2.2 Were separate governmental instructions/governmental documents with summary of changes sent to 




• Other; please specify.  
 
3. Monitoring of the implementation of 2012 RDL and RD: 
 
3.1 Was there any mechanism to monitor the implementation of the above reforms in HIV clinics or in 
other healthcare settings?  
 
• YES. If so, please provide details on how monitoring was done for 2012 RDL 
and RD. 
• NO. 
• Other; please specify. 
 
3.2 Did you receive (or conduct yourself) reports, statistics, complaints, observations, or any notice from 
healthcare providers and/or patients on how implemented changes affected HIV-positive persons or 
specifically HIV-positive immigrants (undocumented or documented)? 
 
• YES. Please specify what type of information was delivered to you.  
Request relevant document(s).  
• NO. 
• Other; please specify. 
 
PART 2: “Healthcare Interventions in Situations of Public Health Risk” 
 
1. Adoption of interterritorial health council agreement “Healthcare interventions in situations of 
public health risk”: 
 
1.1 How was the 2013 interterritorial health council agreement “Healthcare interventions in situations 
of public health risk” adopted in your autonomous community in relation to HIV services for 
undocumented immigrants?  
 
• Implemented exactly as proposed by central government.  
Specifically, HIV-positive undocumented immigrants, are able to access 
healthcare services free of charge. 
 
• Implemented with adjustment.  
 
Specifically, HIV-positive undocumented immigrants, are able to access for free 







Please specify which healthcare services HIV-positive undocumented immigrants 
are able to access free of charge.  
 
• Please expand if neither of provided options fit.  
 
Request relevant governmental document(s) in cases where adjustments were 
made.  
 
1.2 Which key personnel – both within and outside the administration – took the initiative to develop a 
modification to the policy specifically targeting HIV-positive undocumented immigrants and what 
was their role in the organization.  
 
Please indicate the job title of the key personnel and the role they played in developing the policy.  
 
2. Implementation of the “Healthcare interventions in situations of public health risk”: 
 
2.1 How was the policy change of 2013 delivered to the hospitals and other healthcare providers? 
 
• A hard copy of the 2013 changes (together with amendments made by the AC, if 
applicable) or email with the same information was delivered to all healthcare 
providers. 
• Changes were summarized and delivered to all healthcare providers by mail or 
email. 
• Other; please specify. 
 
2.2 Were separate governmental instructions/governmental documents with summary of changes sent to 




• Other; please specify.  
 
3. Monitoring of the implementation of “Healthcare interventions in situations of public health 
risk”: 
 
3.1 Were there any mechanisms to monitor the implementation of the policy change in HIV clinics or in 
other healthcare settings?  
 
• YES. If so, please provide details on how monitoring was done for the policy 
change. 
• NO. 
• Other; please specify. 
 
3.2 Did you receive (or conduct yourself) reports, statistics, complaints, observations or any notice from 
healthcare providers and/or patients on how implemented changes affected HIV-positive persons or 
specifically HIV-positive immigrants (undocumented or documented)? 
 
• YES. Please specify what type of information was delivered to you. If you 






Request relevant document(s).  
• NO. 
• Other; please specify. 
 
PART 3: Regional policy changes after December, 2013 
 
1. Where there any other regional policy changes adopted after the 2012 RDL and RD, and 2013 
“Healthcare interventions in situations of public health risk,” addressing specifically healthcare service 



























APPENDIX C: CHAPTER 3 METHODOLOGIC NOTES 
 
Appendix C.I: The List of the Centers and Investigators Participating in CoRIS 
Executive committee 
Santiago Moreno, Inma Jarrín, David Dalmau, Maria Luisa Navarro, Maria Isabel González, Federico 
Garcia, Eva Poveda, Jose Antonio Iribarren, Félix Gutiérrez, Rafael Rubio, Francesc Vidal, Juan Berenguer, 
Juan González, M Ángeles Muñoz-Fernández. 
Fieldwork data management and analysis 
Inmaculada Jarrin, Belén Alejos, Cristina Moreno, Carlos Iniesta, Luis Miguel Garcia Sousa, Nieves Sanz 
Perez, Marta Rava. 
BioBanK HIV Hospital General Universitario Gregorio Marañón (Madrid) 
M Ángeles Muñoz-Fernández, Irene Consuegra Fernández. 
Hospital General Universitario de Alicante (Alicante) 
Esperanza Merino, Gema García, Irene Portilla, Iván Agea, Joaquín Portilla, José Sánchez-Payá., Juan 
Carlos Rodríguez, Lina Gimeno, Livia Giner, Marcos Díez, Melissa Carreres, Sergio Reus, Vicente Boix, 
Diego Torrús.  
Hospital Universitario de Canarias (San Cristóbal de la Laguna) 
Ana López Lirola, Dácil García, Felicitas Díaz-Flores, Juan Luis Gómez, María del Mar Alonso, Ricardo 
Pelazas., Jehovana Hernández, María Remedios Alemán, María Inmaculada Hernández. 
Hospital Universitario Central de Asturias (Oviedo) 
Víctor Asensi, Eulalia Valle, María Eugenia Rivas Carmenado, Tomás Suárez-Zarracina Secades, Laura 
Pérez Is. 
Hospital Universitario 12 de Octubre (Madrid) 
Rafael Rubio, Federico Pulido, Otilia Bisbal, Asunción Hernando, Lourdes Domínguez, David Rial 
Crestelo, Laura Bermejo, Mireia Santacreu. 






José Antonio Iribarren, Julio Arrizabalaga, María José Aramburu, Xabier Camino, Francisco Rodríguez-
Arrondo, Miguel Ángel von Wichmann, Lidia Pascual Tomé, Miguel Ángel Goenaga, Mª Jesús Bustinduy, 
Harkaitz Azkune, Maialen Ibarguren, Aitziber Lizardi, Xabier Kortajarena, Mª Pilar Carmona Oyaga, 
Maitane Umerez Igartua. 
Hospital General Universitario De Elche (Elche) 
Félix Gutiérrez, Mar Masiá, Sergio Padilla, Catalina Robledano, Joan Gregori Colomé, Araceli Adsuar, 
Rafael Pascual, Marta Fernández, José Alberto García, Xavier Barber, Vanessa Agullo Re, Javier Garcia 
Abellán, Reyes Pascual Pérez, María Roca. 
Hospital Universitari Germans Trias i Pujol (Badalona) 
Roberto Muga, Arantza Sanvisens, Daniel Fuster. 
Hospital General Universitario Gregorio Marañón (Madrid) 
Juan Berenguer, Juan Carlos López Bernaldo de Quirós, Isabel Gutiérrez, Margarita Ramírez, Belén 
Padilla, Paloma Gijón, Teresa Aldamiz-Echevarría, Francisco Tejerina, Francisco José Parras, Pascual 
Balsalobre, Cristina Diez, Leire Pérez Latorre, Chiara Fanciulli. 
Hospital Universitari de Tarragona Joan XXIII (Tarragona) 
Francesc Vidal, Joaquín Peraire, Consuelo Viladés, Sergio Veloso, Montserrat Vargas, Montserrat Olona, 
Anna Rull, Esther Rodríguez-Gallego, Verónica Alba, Alfonso Javier Castellanos, Miguel López-Dupla. 
Hospital Universitario y Politécnico de La Fe (Valencia) 
Marta Montero Alonso, José López Aldeguer, Marino Blanes Juliá, María Tasias Pitarch, Iván Castro 
Hernández, Eva Calabuig Muñoz, Sandra Cuéllar Tovar, Miguel Salavert Lletí, Juan Fernández Navarro. 
Hospital Universitario La Paz/IdiPAZ (Madrid) 
Juan González-Garcia, Francisco Arnalich, José Ramón Arribas, Jose Ignacio Bernardino de la Serna, Juan 
Miguel Castro, Ana Delgado Hierro, Luis Escosa, Pedro Herranz, Víctor Hontañón, Silvia García-
Bujalance, Milagros García López-Hortelano, Alicia González-Baeza, Maria Luz Martín-Carbonero, Mario 






Moreno, Ignacio Pérez-Valero, Guadalupe Rúa Cebrián, Berta Rodés, Talia Sainz, Elena Sendagorta, 
Natalia Stella Alcáriz, Eulalia Valencia. 
Hospital San Pedro Centro de Investigación Biomédica de La Rioja (Logroño) 
José Ramón Blanco, José Antonio Oteo, Valvanera Ibarra, Luis Metola, Mercedes Sanz, Laura Pérez-
Martínez. 
Hospital Universitario Miguel Servet (Zaragoza) 
Piedad Arazo, Gloria Sampériz. 
Hospital Universitari MutuaTerrassa (Terrasa) 
David Dalmau, Angels Jaén, Montse Sanmartí, Mireia Cairó, Javier Martinez-Lacasa, Pablo Velli, Roser 
Font, Marina Martinez, Francesco Aiello 
Complejo Hospitalario de Navarra (Pamplona) 
Maria Rivero Marcotegui, Jesús Repáraz, María Gracia Ruiz de Alda, María Teresa de León Cano, Beatriz 
Pierola Ruiz de Galarreta. 
Corporació Sanitària Parc Taulí (Sabadell) 
María José Amengual, Gemma Navarro, Manel Cervantes Garcia, Sonia Calzado Isbert, Marta Navarro 
Vilasaro. 
Hospital Universitario de La Princesa (Madrid) 
Ignacio de los Santos, Jesús Sanz Sanz, Ana Salas Aparicio, Cristina Sarria Cepeda, Lucio Garcia-Fraile 
Fraile, Enrique Martín Gayo. 
Hospital Universitario Ramón y Cajal (Madrid) 
Santiago Moreno, José Luis Casado Osorio, Fernando Dronda Nuñez, Ana Moreno Zamora, Maria Jesús 
Pérez Elías, Carolina Gutiérrez, Nadia Madrid, Santos del Campo Terrón, Sergio Serrano Villar, Maria 
Jesús Vivancos Gallego, Javier Martínez Sanz, Usua Anxa Urroz, Tamara Velasco, Alejandro Vallejo. 
Hospital General Universitario Reina Sofía (Murcia) 
Enrique Bernal, Alfredo Cano Sanchez, Antonia Alcaraz García, Joaquín Bravo Urbieta, Ángeles Muñoz 






Hospital Nuevo San Cecilio (Granada) 
Federico García, José Hernández Quero, Leopoldo Muñoz Medina, Marta Alvarez, Natalia Chueca, David 
Vinuesa García, Clara Martinez-Montes, Carlos Guerrero Beltrán, Adolfo de Salazar Gonzalez, Ana 
Fuentes Lopez. 
Centro Sanitario Sandoval (Madrid) 
Jorge Del Romero, Montserrat Raposo Utrilla, Carmen Rodríguez, Teresa Puerta, Juan Carlos Carrió, Mar 
Vera, Juan Ballesteros, Oskar Ayerdi. 
Hospital Clínico Universitario de Santiago (Santiago de Compostela) 
Antonio Antela, Elena Losada. 
Hospital Universitario Son Espases (Palma de Mallorca) 
Melchor Riera, María Peñaranda, Mª Angels Ribas, Antoni A Campins, Carmen Vidal, Francisco Fanjul, 
Javier Murillas, Francisco Homar, Helem H Vilchez, Maria Luisa Martin, Antoni Payeras. 
Hospital Universitario Virgen de la Victoria (Málaga) 
Jesús Santos, Cristina Gómez Ayerbe, Isabel Viciana, Rosario Palacios, Carmen Pérez López, Carmen 
Maria Gonzalez-Domenec. 
Hospital Universitario Virgen del Rocío (Sevilla) 
Pompeyo Viciana, Nuria Espinosa, Luis Fernando López-Cortés. 
Hospital Universitario de Bellvitge (Hospitalet de Llobregat) (Barcelona)  
Daniel Podzamczer, Arkaitz Imaz, Juan Tiraboschi, Ana Silva, María Saumoy, Paula Prieto. 
Hospital Universitario Valle de Hebrón (Barcelona) 
Esteban Ribera, Adrian Curran. 
Hospital Costa del Sol (Marbella) 
Julián Olalla Sierra, Javier Pérez Stachowski., Alfonso del Arco, Javier de la torre, José Luis Prada, José 
María García de Lomas Guerrero. 






Onofre Juan Martínez, Francisco Jesús Vera, Lorena Martínez, Josefina García, Begoña Alcaraz, Amaya 
Jimeno. 
Complejo Hospitalario Universitario a Coruña (A Coruña) 
Ángeles Castro Iglesias, Berta Pernas Souto, Álvaro Mena de Cea. 
Hospital Universitario Basurto (Bilbao) 
Josefa Muñoz, Miren Zuriñe Zubero, Josu Mirena Baraia-Etxaburu, Sofía Ibarra Ugarte, Oscar Luis Ferrero 
Beneitez, Josefina López de Munain, Mª Mar Cámara López, Mireia de la Peña, Miriam Lopez, Iñigo Lopez 
Azkarreta. 
Hospital Universitario Virgen de la Arrixaca (El Palmar) 
Carlos Galera, Helena Albendin, Aurora Pérez, Asunción Iborra, Antonio Moreno, Maria Angustias 
Merlos, Asunción Vidal, Marisa Meca. 
Hospital de la Marina Baixa (La Vila Joiosa) 
Concha Amador, Francisco Pasquau, Javier Ena, Concha Benito, Vicenta Fenoll, Concepción Gil Anguita, 
José Tomás Algado Rabasa. 
Hospital Universitario Infanta Sofía (San Sebastián de los Reyes) 
Inés Suárez-García, Eduardo Malmierca, Patricia González-Ruano, Dolores Martín Rodrigo, Mª Pilar Ruiz 
Seco.  
Hospital Universitario de Jaén (Jaén) 
Mohamed Omar Mohamed-Balghata, María Amparo Gómez Vidal. 
Hospital San Agustín (Avilés) 
Miguel Alberto de Zarraga. 
Hospital Clínico San Carlos (Madrid) 
Vicente Estrada Pérez, Maria Jesús Téllez Molina, Jorge Vergas García, Juncal Pérez-Somarriba Moreno. 
Hospital Universitario Fundación Jiménez Díaz (Madrid) 
Miguel Górgolas, Alfonso Cabello, Beatriz Álvarez, Laura Prieto. 






José Sanz Moreno, Alberto Arranz Caso, Cristina Hernández Gutiérrez, María Novella Mena. 
Hospital Clínico Universitario de Valencia (València) 
María José Galindo Puerto, Ramón Fernando Vilalta, Ana Ferrer Ribera. 
Hospital Reina Sofía (Córdoba) 
Antonio Rivero Román, Antonio Rivero Juárez, Pedro López López, Isabel Machuca Sánchez, Mario Frias 
Casas, Angela Camacho Espejo. 
Hospital Universitario Severo Ochoa (Leganés) 
Miguel Cervero Jiménez, Rafael Torres Perea. 
Nuestra Señora de Valme (Sevilla) 
Juan A Pineda, Pilar Rincón Mayo, Juan Macías Sanchez, Nicolás Merchante Gutierrez, Luis Miguel Real, 
Anais Corma Gomez, Marta Fernández Fuertes, Alejandro Gonzalez-Serna. 
Hospital Álvaro Cunqueiro (Vigo) 








APPENDIX D: CHAPTER 4 METHODOLOGIC NOTES 
 
Appendix D.I: Semistructured Interview Guide Script 
 
A. Personal information 
 
The aim of this guide is to describe the life narrative of the immigrant.  
 
1. Please tell me about you: 
§ Your full name 
§ Age 
§ Sex 
§ Country of birth 
§ Family situation (marital status, if all family members are here with you in Spain) 
§ Education  
2. Please tell me about your current situation: 
§ Your current professional position/ economic situation 
§ Number of years in current position (if applicable) 
§ Legal or administrative status or issues in Spain 
§ Language knowledge  
3. Tell me about your experience of immigration to Spain: 
§ Country of origin 
§ Reason of immigration 
§ Immigrated alone or with other family members, friends  
§ In which autonomous community and city or village do you reside? 
§ Approximately since when have you permanently resided in Spain: MM/YYYY 
§ Issues or positive experiences in immigrating and adapting to living in Spain 
 
B. Information about HIV 
 
The aim of this part is to understand HIV disease awareness of the immigrant, to collect 
information on his/her sexual life, and to understand what his/her initial experiences were 
during and after getting diagnosed as HIV-positive. 
 




2. Can you tell me about your sexual partners? 
§ Sexual orientation 
§ Number of partners (if applicable) 
3. What is your experience of living with HIV? 
§ Why did you get tested for HIV? 
§ Did you know where to go to have an HIV test done? 
§ Approximately when you were diagnosed HIV-positive and where: MM/YYYY 
§ Did someone explain to you what it means to have HIV and how to manage it, or what 
were the next steps? Was it clear for you which services you would need to access after 
you were diagnosed HIV-positive and where to go?  
§ What is your perception of HIV infection  
§ Do your family and friends know you are HIV-positive? Do they support you in 






§ Did your life change after you were diagnosed as HIV-positive? How? Did it affect your 
relationships with family members, friends or coworkers? 
§ What are your experiences with discrimination due to your HIV-positive status? 
§ What communication do you have with or knowledge of other people living with HIV-
positive status in Spain or back home? 
 
C. Usage and access to necessary services  
 
The aim of this part is to determine which services the immigrant is utilizing and what barriers 
he/she is encountering (or experienced in past) while accessing necessary testing or healthcare. 
 
1. Which healthcare system are you utilizing at the moment? 
§ Public healthcare  
§ Private insurance  
§ None of the above 
If, none of the above where do you go or what do you do when you need medical care? 
2. Where you tested for HIV in Spain? 
If yes: 
§ Did you know where to go? 
§ Describe your experiences (accessing a testing facility, how were you treated, how was 
information delivered to you) 
§ Do you know if you were late-to-diagnose? Late to treat? 
3. Are you currently in treatment for HIV or a related health condition? 
If yes: 
§ What treatment are you currently on? 
§ Why are you using the service provider that you are using? 
§ Describe your experiences (accessing services, how were you treated, how was information 
delivered to you) 
4. Are you paying for the services provided for HIV treatment or other related health conditions?  
If yes: 
 
What is the percentage of the fee you are paying? 
Was there ever a case when you could not pay? What happened? 
D. Information and effect of the 2012 healthcare reform 
The aim of this part is to determine how much information the immigrant was provided or 
understood about limitations imposed by the 2012 healthcare reform and how and/or if it 
changed their experience of accessing necessary healthcare services.  
1. Were you in Spain in 2012? 
2. Were you getting HIV-related healthcare in Spain in 2010? Or in 2018?  
3. Can you tell me which healthcare services you think you are entitled to access free of charge 
and for which services you have to pay or co-pay? 
§ Emergency care 
§ Blood tests, radiology, genecology, urology, or other health services necessary upon need (not 
including dentist, and/or any services that are more esthetic procedures than health related). 
§ HIV testing, pre-exposure prophylaxis treatment, antiretroviral treatment, follow-up visits, health 
guidance related to HIV infection. 






If yes:  
§ Where (Spain, your home country)?  
§ When (approximately what year)?  
§ Why (inability to pay, denied by healthcare professional, not sure where to seek required care)? 
5. Where you ever been denied right to healthcare services?  
If yes:  
§ Where (Spain, your home country)?  
§ When (approximately what year)?  
§ Why (inability to pay, denied by healthcare professional, not sure where to seek required care)? 
§ What was the explanation given to you? 
6. Are you aware of the limitations imposed by the 2012 health reform on immigrants? 
7. Are you aware of changes made to the 2012 healthcare reform in an autonomous 
community you reside or changes issued afterwards? 
